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CARING FOR NEW MOTHERS: PRESSING
PROBLEMS, NEW SOLUTIONS

TUESDAY, CCTOBER 24, 1989

House oF REPRESENTATIVES,
SeLeEcT ComMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The select committee met, pursuant to call, at 3:00 a.m., in room
210, Cannon House Office Building, Hon. George Miller (chairman
of the committee) presiding.

Members present: Representatives Miller, Levin, Rowland, Sikor-
ski, Martinez, Evans, Durbin, Bliley, Wolf, Packard, Hastert,
Lamar Smith of Texas, Walsh, and Machtley.

Staff present: Ann Rosewater, staff director; Jill Kagan, profes-
sional staff; Elizabeth Romero, secretary; Dennis G. Smith, minori-
ty staff director; and Carol M. Statuto, minority deputy staff direc-
tor.

Chairman MiLLER. The select committee will come to order. The
purpose of this hearing this morning is to consider problems
women face in obtaining preventive care before they become preg-
nant and the early comprehensive prenatal care that leads to
healthy babies.

Since we were established six years ago, the select committee
has given high priority to the developmental and fiscal benefits of
prenatal care, and the Congress has responded by expanding Med-
icaid to reduce financial barriers that prevent low-income women
and children from receiving health services.

We have a serious infant mortality crisis in this nation, and
there are signals that it is getting worse. We rank last among 21
developed nations, far behind the Surgeon General's 1930 infant
mortality and low birth weight goals. Every year, 300,000 infants
die or are born underdeveloped, reflecting stagnation in the infant
mortality rate during the 1980s.

And in a growing number of cities, infant deaths are increasing.
The District of Columbia, for instance, reported for the first 6
months of 1989 an unprecedented rate of 32.2 infant deaths per
1,000 live births, 3 times the national average. Since 1986 Balti-
more, Miami, and Los Angeles also report upturns in their infant
mortality rates.

The trend for low birth weight, the greatest determination of
infant death and disability, is also disturbing. In 1987, the low
birth weight rate rose to its highest point since 1979.

We are needlessly wastir~ = adreds of thousands of lives and
billions of dollars a year in :.... il health care, education, reha-

th
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bilitation and welfare costs because of our failure to provide ade-
quate prenatal care.

Our major challenge is to reach the more than one million preg-
nant women who annually receive insufficient prenatal care to pre-
vent infant death or disability.

While financial barriers, including lack of health insurance, con-
tinue to be the most common reason for inadequate care, women
confront other serious obstacles to care: services that are unfriend-
ly or demeaning, inaccessible clinics with overworked staff, a criti-
cal shortage of private health care providers willing to accept
public insurance, bureaucratic confusion, and limited child care.

Those barriers are compounded by new and complex social prob-
lems: drug abuse and sexually transmitted diseases. New York
health officials recently reported that by 1995, 5 percent of all new-
borns in New York City will likely require costly neonatal inten-
sive care,

In addition, in New York City alone, the number of babies born
with syphilis, a potentially fatal disease directly related to rising
drug use, is higher in the first 6 months of 1989 than in the entire
previous year.

These issues are of special concern because new evidence gath-
ered by the select committee from five large city hospitals sug-
gests that pregnant substance abusers are much less likely than
non-substance-abusing pregnant women to receive prenatal care.

We will hear today from members of the Public Health Service
Expert Panel regarding their recently released and ground-break-
ing report on the Content of Prenatal Care.

Other witnesses will address Los Angeles’ critical shortage of ma-
ternity care gmviders and new research from Detroit that suggests
that, even when prenatal care is available, the highest risk women
receive the worst care.

We will also learn about promising approaches to improving ma-
ternity care, including the March of Dimes’ Campaign for Health-
ier Babies and a prenatal care program for employees of the First
National Bank of Chicago.

We are reminded, however, during this 25th anniversary year of
the federally initiated Maternal and Infant Care Clinics that in
many cases we do not need new programs, but support for proven
programs that already exist.

We are pleased to be joined as well by Assistant Secretary for
Health, Dr. James Mason. I look forward to receiving all of the tes-
timony. At this time I would like to recognize—well, here, Tom,
why don't we start with you? Congressman Bliley, who has had
considerable interest in this subject over the last many years in
Congress.

[Opening statement of Hon. George Miller follows:]

OrENING StaTEMENT OF HON. GRORGE MILLER, A REPRESENTATIVE IN CONGRESS FROM
THE StaTE oF CALIFORNIA AND CHAIRMAN, SeLeCT COMMITTEE ON CHILDREN,
YouTH, aNp FamiLies

CARING FOR NEW MOTHERS: FRESSING PROBLEMS, NEW SOLUTIONS

Today, the Select Committee on Children, Youth, and Families will consider prob-
lems women face in obtaining preventive care before they become pregnant, and the
early comprehensive prenatal care that leads to healthy babies.

8
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Since we were established six years ago. the Select Committee has given high pri-
ority to the developmental and fiscal benefits of prenatal care, and Congress has re-
sponded by expanding Medicaid to reduce financial barriers that prevent low-
income women and children from receiving health services.

We have a serious infant mortality crisis in this country, and there are signals
that it is getting worse. We rank last among 21 developed nations, far behind the
Surgeon General's 1980 infant mortality and low birthweight goals. Every year,
300,000 infants die or are born underdeveloped, reflecting stagnation in the infant
mortality rate during the 1980s. And in a growing number of cities, infant deaths
are increasing. The District of Columbia, for instance, reported for the first six
months of 1989 an unprecedented rate of 32.2 infant deaths per 1,000 live births—
three times the national average. Since 1986, Baltimore, Miami and Los Angeles
also report upturns in their infant mortality rates.

The trend for low birthweight, the greatest determinant of infant death and dis-
ability, is also disturbing. In 1987, the low birthweight rate rese to its highest poiat
since 1979,

We are needlessly wasting hundreds of thousands of lives and billions of dollars a
year in remedial heaith care, education, rehabilitation and welfare costs hecause of
our failure to provide adequate prenatal care.

Our major challenge is to reach the more than one million pregnant women who
annually receive insufficient prenatal care to prevent infant death or disability.

While financial barriers, including lack of health insurance, continue to be the
most common reason for inadequate care, women confront other serious obstacles to
care: services that are unfriendly or demeaning; inaccessible clinics with over-
worked staff; a critical shortage of private health care providers willing to accept
public insurance; bureaucratic confusion: and limited child care.

These barriers are compounded by new and complex social problems. drug abuse
and sexually transmitted diseases. New York health officials recently reported that,
by 1995, five percent of all newborns in New York City will likely require costly
neonatal intensive care. In addition. in New York City alone, the number of babies
born with syphilis, a potentially fatal disease directly related to rising drug use, is
higher in the first six months of 1989 than in the entire previous vear.

These issues are of special concern because new evidence gathered by the Select
Committe from five large city hospitals suggests that pregnant substance abusers
ar}e much less likely than non-substance-abusing pregnant women to receive prena-
tal care.

We wiil hear today {rom a member of the Public Health Service Expert Panel
regarding their recently relensed and ground-breaking report on the Content of Pre.
natal Care. Other witnesses will address Los Angeles’ critical shortage of maternity
care providers, and new research from Detroit that suggests that even when prena-
tal care is available, the highest risk women receive the worst care.

We will also learn about promising approaches to improving maternity care, in-
cluding the March of Dimes’ Campaign for Healthier Babies, and a prenatal care
program for employees of the First National Bank of Cl.cago. We are reminded
however, during this 25th anniversary year of the federally initiated Maternal and
Infant Care Clincs, that in many cases we do not need new programs, but support
for proven programs.

We are pleased to be joined today as well by Assistant Secretary for Health, Dr.
James O. Mason.

Welcome, and I look foward tu all of your testimony.




CARING FOR NEW MOTHERS:
PRESSING PROBLEMS, NEW SOLUTIONS

A FACT SHEET

INFANT MORTALITY, LOW BIRTHWEIGHT WORSENING IN U.S,

*

Each year, nearly 40,000 infants dic beforc their first birthday,
In 1987, the infant mortality rate was 10.1 deaths per 1,000 live
births. The black rate (17.9) was twice the rate for white infants
(89). During this decade, progress in reducing infant deaths has
slowed for both white and black populations. [General
Accounting Office (GAQ), 1987; National Center for Health
Statistics (NCHS), 1989]

The U.S. ranks behind 21 other industrialized nations in its
infant mortality rate, (Public Health Service, 1989)

Infant mortality rates for Baltimore, Miami, Los Angeles, and the
District of Columbia have increased since 1986. The District of
Columbia’s infant inortality rate for the first six months of 1989
reached 32.3 deaths per 1,000 live births, a 509 increase over
1988. (Sclect Committee on Children, Youth, and Families
Phone Survey, 1989)

In 1987, the low birthweight (LBW) ratc rose to 6.9%, the
highest level since 1979. A LBW infant is 40 times more likely
to dic in the first month of life than normal weight infants.
[NCHS, 1989; Institute of Medicine (IOM), 1985]

PRENATAL CARE_1ARGELY PREVENTS LBW AND COSTLY

HOSPITALIZATION

Nearly 80% of women at risk for having a LBW baby can be
identified in the first prenatal visit. Infants born 10 women who
do not receive sufficient care are about twice as likely to be of
low birthweight. (Alan Guttmacher Institute, 1987)

Every LBW birth averted by earlier or more frequent prenatal
care saves $14,000-$30,000 in first-year hospital and long-term
health care costs. (Office of Technology Assessment, 1988)
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Every $1 spent on prenatal care saves $3.38 in the costs of caring
for LBW infants. (Sclect Committee on Children, Youth, and
Families, 1988)

MANY PREGNANT WOMEN RECEIVE INADEQUATE OR NO

PRENATAL CARE

*

More than one-third of pregnant women, 1.3 million a year,
receive insufficient prenatal care.  (National Commission to
Prevent Infant Mortality, 1988)

One-fourth of women of reproductive age (15 million) have no
insurance to cover maternity care; two-thirds of this group (10
million) have no insurance at all. (IOM, 1988)

Each vear from 1979-1987, nearly 25% of mothers did not begin
prenatal care in the critical first trimester of pregnancy. (NCHS,
1989)

In 1987, ncarly 63% of surveyed Medicaid recipients and
uninsured women and 69% of low-income teens received
insufficient prenatal care. For the Medicaid and uninsured
women, 12% of the babies were LBW. (GAO, 1987)

STRESS, FEAR, DISILLUSIONMENT WITH HFALTH CARE SYSTEM
AMONG REASONS FOR NOT OBTAINING CARE

*

Attitudinal barriers were cited by 39% of surveyed women who
obtained inadequate care: 22% cited fear of doctors and medical
exams; 10% cited fear of arrest or deportation; 10% cited
cultural biases against male providers. (GAO, 1987)

In a New York City hospital, 52% of women who had received
no prenatal care cited fear of hospitals, doctors, or procedures
as a primary reason for not seeking care. (IOM, 1988)

Among 2,000 women studied in Massachusetts, women with
inadequate care were significantly more likely than women with
adequate care 10 report being very worried or upset during
pregnancy due to lack of money, problems with the baby's father,
housing difficulties, lack of emotional support, and related
burdens. (Massachusetts Department of Public Health, 1988)



* In addition to the amount of insurance, the following factors
accounted for almost half of the explanation of the differences
in the amounts of prenatal care women receive: attitudes toward
health professionais, delays in sspecting pregnancy, delay in
telling others about the pregnancy, perception of the importance
of prenatal care, and initial attitudes about being pregnant.
(Poland, 1987) ‘

FEWER HEALTH CARE PROVIDERS OFFERING MATERNITY
CARE

* One fourth of US. zipcode areas have fewer than four
obstetricians per 100,000 people, and 38 of the 577 arcas have
no obstetrician at all. A 1983 national survey of private
physicians who provide obstetric care found that 44% did not
accept Medicaid reimbursement. (IOM, 1988)

. Half of California’s 58 courties had so few obsitetricians who
took MediCal paticnts that services were unavailable for 175,000
MediCal-clipible women of childbearing age.  [Southemn
California Children’s Healih Network & Children's Research
Institute of California (SCCHN), 1988]

¢ In a survey of ACOG physicians, 79% cited low reimbursement
and 55% cited slow payments as deterrents to providing prenatal
care 10 women on Medicaid. In California, the time bctween
submission of a claim and reimbursement averages three months.
{American College of Obstetricians and Gynecologists [ACOG],
1989)

MEDICAL SYSTEM'S CAPACITY, PRACTICES CONTRIBUTE TO
INADEQUATE CARE

* Among 15 studies reviewed, inhospitable institutional practices
and financial barriers emerged among the top five reasons for
obtaining insnfficient care. (IOM, 1988)

? In two studies, 60% of Los Angeles County women and 73% of
New York City women with no care stated that they had tried
to get care but faced a varicty of obstacles. (IOM, 1988)

¢ In 1987, an estimatad 5,000 pregnant women in San Diego and
1,850 women in Orange County were turned away from prenatal




<linics. In Los Angeles County, vvomen waited up to 16 weeks
to get a prenatal care appointment. (SCCHN, 1988)

¢ Twenty percent of surveyed ob-gyns cited long waiting times for
individual appointments as a barrier to obtaining adequate
pre. 'care. (ACOG, 1989)

TRANSPORTATION, CHILD CARE, LACK OF JOB FLEXIBILITY
AMONG MAJOR OBSTACLES TO CARE

* Transportation difficulties were cited as a factor in preventing
women from receiving adequate prenatal care by 38% of surveyed
ob-gyns, 23% of interviewed women who received inadequate
care, and 28% of 1.075 women surveyed by South Carolina.
(ACOG, 198%: GAO, 1987; South Carolina Department of
Health and Environmental Control, 1987)

* Child care was cited as factor in not obtaining sufficient prenatal

care by 24% of surveyed ob-gyns and 16% of surveyed women.
(ACOG, 1989, GAO, 1987)

* Inability to arrange time off from work was cited as a factor
preventing women from getting adequate prenatal care by 14%
of surveyed ob-gyns apd 7% of surveyed women. (ACOG, 1989,
GAO, 1987)

* Seventeen percent Of interviewed women, including half of
Hispanic women in CA who obtained inadequate prenatal care,
did not know where to go to seek services. (GAOQ, 1987)

DRUG USE, H .§ESS BECOME SERIOUS BARRIERS TO
CARE

* Nearly one-third of a group of Detroit women with inadequate
prenatal care abused drugs compared with 7% of women with
more adequate care. (Poland, 1987)

* Of $2 surveyed women who delivered at Saint Mary's Hospital
in New York City, almost half of the women receiving no
prenatal care mentioned personal problems. Half of the women
who cited personal problems were substance abusers. (Greater
New York March of Dimes, 1988)

¢ Forty percent of women living in New York City hotels for the
homeless who gave birth between 1982-1984 received no prenatal
care. (IOM, 1988)

October 1989 i 3
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Mr. Buirry. I thank you, Mr. Chairman.

Chairman MiLLer. Do you want to catch your breath?

Mr. Briky. Sorry I am late. In the aftermath of a national trage-
dy, Americans demand explanations and accountability. Special in-
vestigative committees are quickly assembled to tell us the cause of
the accident: for example, the O-rings of Challenger, the wrong
equipment supporting the Delta Force in Iran, and closed water
valves at Three Mile Island.

We find some solace in finding a specific reason for the failure.
Upon closer examination, we find similar patterns of miscommuni-
cation, poor coordination, conflicting demands, and emphasis on
function rather than mission which contributed to each accident.

There is now some evidence that these very same traits exist in
our fragmented maternal health care delivery system. In 1980, for
example, the General Accounting Office found that “the fragmen-
tation of efforts among seve federal agencies administering
these programs, and the lack of effective coordination among them
have served as impediments to the delivery of comprehensive, high-
quality services for children and pregnant women.” I am sad to
report that we have done very little to correct this problem.

oday, 1 am releasing the results of a survey of 40 counties from
across the country on the “Cheracteristics of the Public Maternal
Health Care System,” which was prepared by the minority staff at
my request. We asked a total of 91 providers about 8 important ma-
ternal health services which should be offered to help prevent
infant inortality.

Here are some of the highlights of our findings:

Nutritional services are offered by the highest percentage of pro-
viders, 81 percent. Labor and delivery is the least available service
offered, with only 7 percent providing this care. Thus, virtually
every client must go to more than one provider in order to receive
all needed services.

Prenatal care, perhaps the most important routine service for
healthy pregnancies, is offered by just 38 percent of the service
sites. More than half of public hea.f’th departments offer prenatal
care, but less than one-quarter of the private nonprofit organiza-
tions offer this important service.

Fifty-nine percent of the providers who refer for prenatal care re-
pcrted' that they did not know how long it takes for pregnant cli-
ents to begm prenatal care.

The majority of providers believe that there are obstacles to the
coordination of services. Most cited reasons related to the lack of
in tion of services.

e also found that there are unpredictable variations in infant
mortality rates among the 40 counties. The lowest infant mortality
rate was found in a county that had the third highest poverty rate.

We support 10 different federal programs, which all have the
same fundamental goal: to lower infant mortality. But the basic
flaw that thwarts the mission lies in the design of the maternal
and child health care system. A woman may have to go to one
clinic for a pregnancy test, to another for prenatal care, and yet
another for nutritional services.

The system is overly complex, especially for high risk clients who
are least capable of negotiating their way through the bureaucratic

i4
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maze of programs. It wastes the talents of qualified personnel who
b_come frustrated by underutilization. All too often providers are
shackled by bureaucratic guidelines which discourage innovation in
the delivery of care. In short, the current system is designed to pro-
vide a service rather than serve a client.

We need a results-oriented approach to the problem of infant
mortality. As with the tragedies I mentioned at the beginning of
my remarks, Americans rightfully ask, “Who is in charge?’' We
must ask ourselves, “Has the complex system hidden us from ac-
countability?”’

Let us learn from past mistakes to resolve the infant mortality
tragedy.

I thank you, Mr. Chairman. I apologize for being late.

[Opening statement of Hon. Thomas J. Bliley, Jr. follows:]

OPENING STATEMENT of THoMAS J. BLILEY, JR., A REPRESENTATIVE IN CONGRESS
From THE STATE oF VIRGINIA

REDUCING INFANT MORTALITY RATES: LEARNING FROM THE PAST

In the aftermath of a national tragedy, Americans demand explanations and ac-
countability. Special investigative committees are quickly assembled to tell us the
cause of the accident—for example, the O-rings of Challenger, the wrong equipment
supporting the Delta Force in Iran, and closed water valves at Three Mile Island.
We find some solace in finding a specific reason for the failure. Upon closer exami-
nation, we find similar patterns of miscom.munication, poor coordination, conflicting
demgnds, and emphasis on function rather than mission which contributed to each
accident.

There is now some evidence that these very se.me traits exist in our fragmented
maternal health care delivery system. In 1980, for example, the General Accounting
Office found that “the fragmentation of efforts among several federal agencies ad-
ministering these programs, and the lack of effective coordination among them have
served as impediments to the delivery of comprehensive, high-quality services for
children and pregnant wemen.” 1 am sad to report that we have done very little to
correct. this problem.

Today, 1 am releasing the results of a survey of 40 counties from across the coun-
try on the “Characteristics of the Public Maternal Health Care System,” which was
grepared by the minority staff at my request. We asked a total of 91 providers about

important maternal health services which should be offered to help prevent infant
mortality. Here are some of the highlights of cur findings:

Nutritional services are nffered by the highest percentage of providers, 81 percent.
Labor and delivery is the least available service offered, with enly 7 percent provid-
ix;g this eare. Thus, virtually every client must go to more than one provider in
order to receive all needed services.

Prenatal care, perhaps the most important routine service for healthy pregnan-
cies, is offered by just 38 percent of the service sites. More than half of public health
departments offer prenatal care, but less than one-gquarter of the private nonprofit
organizations offer this important service.

‘ifty-nine percent of the Emviders who refer for prenatal care reported that they
dia not know Fow long it takes for pregnant clients to begin prenatal care.

The n.ajority of providers believe that there are obstacles to the coordination of
services. Most cited reasons related to the lack of integration of services.

We also found thst there are unpredictable variations in infant mortality rates
among the 40 counties. The lowest infant mortality rate was found in a county that
had the third highest poverty rate.

We support ten different federal programs which all have the same fundamental
goal—to lower infant mortality. But the basic flaw that thwarts the mission lies in
the design of the maternal and child health care system. A woman may have to go
to one clinic for a p ancy test, to another for prenatal care, and yet another for
nutritional services. The system is overly complex, especially for high risk clients
who are least capable of negotiating their way through the bureaucratic maze of
smgrams. It wastes the talents of qualified personnel who become frustrated by un-

erutilization. All too often, providers are shackled by bureaucratic guidelines
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which discourage innovation in the delivery of care. In short, the current system is
designed to provide a service rather than serve a client.

We need a resultsoriented approach to the problem of infant mortality. As with
the tragedies I mentioned at the beginning of my remarks, Americans rightfully
ask, “who is in charge?” We must ask ourselves, “hux the complex system hidden us
from accountability?”

Let us learn from past mistakes to resolve the infant mortality tragedy.
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One-quarter of all women do not reccive prenatal care in the find trimester of
pregnancy. A closer look, itowever, reveals that while over B) percent of mothers aged 25 to 39
reccive prenatal care from Lee first trimester, only 53 percent of teenagen receive this peeded
care. Since tecnagers accoun for a disproportionste share of low birthweight babics and infant
deaths, we nood to develop aparopriate strategics 10 introduce them into the tervioe system.
Currently, howewer, there secan to be a fack of coandination among scrviee agencics that
provide thi: care,

o "Federa! departments with Progrems affecting waternal and infant Realth should hetter
coordinate their programs” - the ik recommendation for what the Federal government cau do
1o reduce infant mortatity. [Southern Regivnal Task Force on Infant Montality, Final Report;
For the Ohildren of Yomorrew, November 1968.)

o "We all have to recognize that our prenatal care system -- Of ‘noa-system’ - is A patchwork,
sort of crazy quilt of programs. At the community level it s very difficult o figure out how
these various picces fit together.  Any effort to improve their coordinetion, to simplhily their
selationships, 1o build them together bs what 1 think over time is going to fix the problem, not
incremental changes at the margin® [Ssrah Brown, Prenatal Care Study Director, Institute of
MdmNmmmmd&nmmmmm&gmanm

Pres gend, Testimony before the Committee on Government

o *Women must be made sware of the full srray of available services s soon as they become
pregnant, It would be best if pregnant women and (nfants could secure 3l necessary serviees at
one focafion. At & minimum, there must be coordination of programs including Medicaid; Title
V; Maternal and Child Health Programs; the Special Supplemental Food Programs for Womer,
Infants, and Children; Community and Mi;nm Health Centers; soclal and wel{are services;
mental health and mental retardation services; substance abuse; preveation and rehabilitation;
specin Mm md fmﬁy phnning m«im. {Hntional (kmmsahn to Prevent Infant

o "The Federal government, along with State and local health agencies, has a number of health
care programs directed a8 presenting of belier liming pregnancius and improving Us: health snd
well-being of mothers and infants. However, a comprehensive national strategy for using and
coordinating funds and staff involwed in these numerous and fragmented programs is lacking.”
[General Accounting Office, Better Management and More Resources Needed 10 Strengthen
Federnl Efforts to Improve Pregnangy Outcome, fanuary 21, 1980
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Congressional Involvement
in Maternal Health

ERIC

Aruitoxt provided by Eric

o This chart shows the complkex involvemment of Congressional commitiees in maternal bealth
carc in the US. This type of frogmented system inchudes four separate suthoriring Commitiers,
each with one or two sudcommittees with jurisdiction over maternal bealth programs. I addition,
the Committee on Appropriations, with two subcommittees, and the Committes an the Budget, with
three task forces, make the major funding decisions regarding maternal beatth.
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Federal Maternal Health Programs
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° The U. S Depariment of Health snd Human Servioes {HHS) and the U, S Depattment
of Agriculture (USDA) share the responsidility for sdminisiering the materasl health programs.
At HHS, suthority is diffused through the Public Health Service, the Health Care Financing
Administration, and the Office of Human Development Services. In turn, each of these divisiom
enter into grants and agreements with the fates and private sector providens.  USDA sdministers
B8 grants under the Speciat Supplemental Food Program for Women, Infants and Chilkirea (WIC)
and snother 28 Commodity Supplemental Food Program Projects,

Thers is & second layer of adminisiration at the grantee level, which it most often performed
by a stite. However, there may also be anoider sepanate grantee for a specific program withia a
state.  Thus, suthorily may be further dividod. Finally, metcrnal health services are actually
deliverad st the Joca! level by 3 variety of providens including thousands of private doctors and
hospitals, 4,000 Title X clinics, 7,500 WIC sitcs, S50 community health centers, 3000 locat heslth
departments, and 125 migrant hesith centens.

This organizational chart does not include other types of programa which are only indirectly
- related to maternal health, but which are becoming increasingly important to bealthy pregnancy
outoomes. Such programs include alooho! and drug sbuse prevention and control of infectious and
sexually transmitted diseases, including the human immunodeficiency vina (HIV). Nor does this
chart include the research component of lowering the infant mortality rate. Thus, if all programs
were included, the chart would de significantly expanded.

<0
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U.S. Infant Mortahty Rates, 1968-1986
rates per 1,000 of live births

R wnites MManraces [ Ibiscke

Source: DHNSNCNS, 1988
. . . [ VR |

o The decline of infant mortality rates in the 1970x, shown in the chart above, hat been
sttriduted largely to the invention of medical technology for the care of premature and other
critically i1 newborns. Ia the 1980k, this decline has dowed tremendously. pantly docause of a
lack of progrens in primary prevention of conditions which lead to infant death.

(mmmmmummmmammn page 838 Pubix Howttd
Savte, US Departaeat of Hodth and Hugsee Sorvicem

-] Impartant factons in further progress sre: improved access fo, and quality of, maternsl
and infant care; provision of prenatal care services in slies most frequently used by high-risk
indigent women (e.8., community health centers, maternal and infant care projeeis, hospital
oulpatient department and health department clinis); and research to identify causes of
perinstal joss.

(P 4000 Hedlih Oljerset fr e Notim A Mukorme Rrview, Office of Dincase B #a8 Healh P dow, Pudlic Health
Sorvice, DHHS, 184, p €)

o In 1978, the infant monality rate for Whiles was 12.0 deaths per 1,000 live births; for
Blacks 23.1 per 1,000, In 1983, the rate for Whites decreased to 9.7 per 1,000; for Blacks 19.2
per 1,000. One explanstion for the higher rate of Black infant deaths is that Bisck births are
more copeentrated in the high risk groupe. In 1983, 25.0 percent of all Black births were to
teenage mothers, compared to 12.0 percent of White births. According o the Department of
Health and Human Services, Black mothers are aho more likely o receive iate prenatal care.

(The 10 Healih Objacthex fv e Nosion: A Moboouse Riviw, Oce of Discese I and Healtd P Putc Heand
Service, DIHHS, 1986 Psge 319}
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Causes of Infant Mortality, 1988

Birth Dafects

tow Birlh L
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L i i i I
[ 8 10 18 20 28

Bource: Natloral Center tor Hesith
Btatitics

o This chart shows the leading causes of infant mornality with birth defocts, prematunty,
and sudden infant death syndrome accounting for 5% of all infant deaths.  Although infant
mortality has declined during the 20th century, the percentage of infant deaths resubting from
birth defects bas increased seadily. In 1968 bisth defects were an underlying or contriduting
cause of death for 9093 (233%) infacts. The federal goverament and 22 states maintain
surveillance systems for birth defecte

{Centers for Dweane Control, Mortidsy ead Movsaly Sovkly Ropow, Sepeomdv 27, 1060VGL SONA 17, page Q058

[ Sudden Infant Death Syndrome (STIXS) is the most important cawse of postrconatal
mortality. In 1982, the rate for SIDS was 132.2 per 100,000 live births, accounting for more than
a third of postnzonatal deathe

Othes facion known to have a negative impact on infant mortality include the
vontinuing high rate of teenege preprancy and harriers impeding access to prenatsl, perinatal
and infant care, particularly for high risk groups.

(T 130 Hesth Ojremcs fe e Neaarn A Mxkcosee Anview, Qlfice of Dircase Proveniion sad Heatth Fromotion, Puddic Heah
Service, DHNS, 1988, pg 1)
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The Challenge to Reduce Infant Mortality:
Characteristics of the Public Maternal Health Care System

A Minority Seaff Survey Prepared Al the Request of
Congreseman Thomas J. Bliley, Jr., Racking Minority Member
Select Committee oo Children, Youth, and Families

Introduction

&xmm&mmm:mmmmmmmmmmm@ Twenty
ycan , daspite the proliferstion of public health care prograns, including Medicaid, the
Spexisl mmhmmwmmm.md
M:ﬁdﬁdh&bm&e%&ﬁummlmh&&tmﬁm
Although the infant monality rate has declined o 9.9 percent, policy makess continve to be
frustrated that the aversge anmual reduction in the rate slowed during the 1990s

m‘mmmmm-mmwwmnnnﬂ
a0d compariscns are made.  Although Massachuterss ranked secund in the nation i the overall
infant mortality rate io 1986, its rate amoog blacks was higher than for biscks in Louisiana
which ranks 44th overail  Connecticut, which has the highest pessonal income per capita in the
mﬁ;gmmwmm e than Arkansss which ranks 45th in personat

) We need 10 understand why ruch differences exist if we sre to make significant progress
mwmgmmmmmwxmmm( @cmmt
sge i most certsindy & factor in recking important prenataf care.  While over B0 percent of
momhers aged 25-39 reoeive prenatal care in the firt trimester. only $3 percent of tecnagers
receive this neoded care. Since teenagens socount for s dispropostionate share of ow
m@:mmwmcmwmmmxmmfmmmm&

A more mpkm_umwéngd the existing service sysiem it necestary prior to the
formulation of public Palicy in this vital bealth aren. Thus, [ atked the minority stsff of the
select committee to consider what barricrs women fase 0 seeking care in the puplic health care

" ERIC ~d
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system,

In respomse to my request, the niinority staff conducted o telephone survey of publicly
supported health facilitics acroes the oountry. A alate was randomly chosen from each of the
ten regiont designated by the U. S Deporument of Health and Humen Services.  Four counties
in each state were randomly selected to represent urhan and rursl areas snd the relatree
£OODOMES Stustion. Becaute a county may have more than ons publicly-supported ageacy, o
total of 91 service sites were surveyad

(-".
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Priocige Findi

Chatpcterismg

wm&hdmnmﬂm&wnw*mmm. Although the
1987 mmuﬁwmmhmm;mmmﬂmmﬁcmm
wmm@emmumﬁgmmmwh\sm
dm(smmmmmmmmmmm‘
ruse! below poverty), ranging from 86 parcent to 8.4 pereent.

The unpeocictable varixtions fouad & the maka natioeal plaaning difficult, if not
oocrxm.  The keest infant mortslity mte was fn 8 county which had the thind

highost poverty sats smong the 40 counties. Adiansas had both one of the Mghest and
one of 1he lowest couaty infant mortality rates.

Seovies

Survey Responses
Servicss Provided
% of Sites

Bervices Offering
Sarvices
nutritiona! services &t STWDRNON 81%
foad or food wouthera 7%
prenatal care =~ jaokafing madical sxam E g
pubiic hoalth departments s1%
private noo-profila e
pregasacy Seating m”e
family plansing 126
chamtric care -~ inoRiing ladof aad dellvery e
special prengial care for Noh-tisk women 4%
“Darfu Carne 4%
pablic heslth departmanty 55%
private non-peofits 23 Y
formal referrals for services nol otfersd 0%

Nutritional services and educstion is the mos widely available service &3 they are
m&eﬂby&p:mmofpm However, just 72 percent sctusfly provide food of

The overwhelming majority of clicats are referred for jabor ana delvery servicad only 7

~
Lad
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percent prosude ohstetnic care. Most clients therefore faor o change i theut health care
provider.

¢ Prenatsl care is offered by only 38 peroent of ihe aervice sites. There is, however, a
significant differcnoe berwsen the public and private sectofs More than haif of the
pudlic health departments provide prenstal care, but fess than one-fouith of the private
non-profii organizations offer this important service.

o After delivery, some clisofs retam to the publicly supponted system 0 fesume their

heslth cere. However, they find that oaly 48 peroent of providers offer post-partum
care.

Referxal and. Coontination

Obstacles to Coordinated Prenatal Care

Ranking # Wha Cited Obstacie L
1 18 peneral lack of mmti;a o
2 14 troneportation
3 12 isck of OB-GYN's
12 insdeguate resouICes
¢ 7 ssrricss difficuit to eccess

(STTEEESCRE T QUGN IRED SN0 GSNLHILY $18ACENCS}
“turf-fighting" smong programa
communicstion among sarvices
distance batwean tervicss

canslods o0 high
uncerstaffing
coondination wilth drivate MD's

confisentiality of records
financial probisme of patienis
paperwork

[« . B T - 1

s BIRIN WD O

iNQID DRI 18 I rEBCOA0RNIE whD INTICAISTD INM INQ!S wosd
obsipcies 10 geu-mnghon]

o The majority of respandents belive that there are nbstacles to the coondinathon of
services for clients, Mnst cited rensons related to the lack of integration of servees. 1t
is informsirve to nole that only 1 cited *financial problems of patients.”

" While ™ pereent « prowiders teier ine cucnt 10t osher sennces. only 18 percent of the

- ERIC
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sgencies offcr necessary services in the same facility.

o mmmm(mmmmmmﬁxmmdmm
aloohol sbuse.

o  Women seeking peesatal exre expevicnond an average delay of L1 wocks before
receiving modical cars servioes.  There wae wids variance {o the time-lags st diffevent
clinks: the shortest delzy was one weels the Joogest wee six woeks.  These stetistios tre
desived oy from tho clnics who kept this infaration, st thsefoce, conkd respond 1o
the Rity-cite percent of the surveyed clinics reposted they did oot know how
long it ukes for preguant cllomts fo degin prenatal care.

,& Fendig

Swvey Responses

s Program % of Ehea
P Receiviog Funda

Materna! and Chikt Mealth Block Qrant
Socisl Services Dlock Grant
Yite X

Stale Appropristions
Commodity Sunplamental Food Progmm
Other Funds

3
§23%33883

o Of those surveyod, 88 percent roneived fimding from move than one sooree. 77 percent
sre reporting - unprodictabic
fluctoations io funding wmooxs,

o While Medicaid end WIC are the targest souroce of pudlic funding, more thao half of

the sgencies report [hat they seceive siate appropristions and/or Matema! snd Child
Health Block Grant funds.

'f_‘:‘ "?
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Chairman MiLLgR. Congressman Rowland.

Mr. Rowranp. Thank you, Mr. Chairman. Mr. Chairman, all too
often women who need maternity care encounter barriers that pre-
vent them from receiving this care. These barriers may be finan-
cial or bureaucratic or educational in nature.

There is a wide range of these barriers. And together they repre-
sent one of the most difficult problems we face in trying to reduce
grematune births and the high rate of infant mortality that we

ave in our cou.nt?.

Mr. Chairman, I commend you for calling this hearing to give
the committee an opportunity to identify these barriers and help
develop programs to overcome them.

Today, Mr. Chairman, I guess I am wearing two hats: one as a
member of this select committee; and the other as the Chairman
of the National Commission to Prevent Infant Mortalit{.

The National Commission has looked into obstacles that are
placed in the way of women who need early prenatal care. And in-
formation that we obtain in these hearings will be an important
addition to the National Commission’s work.

As those of you on the select committee know, the Commission
has been advocating the expansion of home visiting programs, the
implementation of a concept of one-stop shopping, and the develop-
ldnent of a home health hardbook for pregnant women and chil-

ren.

These programs, which are designed to help remove many of
these barriers, are included in legislation entitled “The Healthy
Birth Act of 1989,” which is now pending in Congress.

Home visiting programs will identify high risk populations and
work with these populations to promote healthy births and infant
care.

One-stop shopping programs will enable women to qualify for a
variety of services under a consolidated and simplified system.

The home health handbook would inform women about prenatal
and infant care and provide an ongoing record of her pregnancy
and the health of her child.

I look forward to discussing these and other ideas and learning
more about what we can do to lower the country’s shameful infant
mortality rate. Mr. Chairman, in a survey that had just been com-
pleted by the Medical Association of Georgia, in my own state,
nearly one-third of the responding physicians said they had discon-
tinued some or all OB services within the last three years.

One in five physicians in the last three years have stopped alto-
gether delivering babies. And in South Georgia 42 percent of those
responding had either cut back or stopped doing OB.

e most frequently mentioned reason for this was the ever-
present and ubiquitous threat of malpractice litigation.

. Chairman, this is a cancer, I believe, on pregnant women,
particularly in rural areas and in inner-city urban areas that we
must find & way to deal with.

Thank you, Mr. Chairman.

Chairman MiLiLER. Thank you.

Mr. Warsn, Thank you, l\gr, Chairman. I commend you for call-
ing this hearing today on the crucial issue of infant mortality. The

<3
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health and prenatal care provided for pregnant women is an issue
of increasing concern.

It is my pleasure to welcome two witnesses from my district this
morning, Ms. Kathy Ruscitto of Syracuse, N.Y. who serves as the
Onondaga County Administrator for Human Services. Ms. Ruscitto
is a Board member of the Maternity and Early Childhood Founda-
tion.

I also welcome Dr. James Miller of Syracuse, who serves as the
Commissioner of Onondaga County Health Department and Presi-
dent of tte New York State Association of County Health Officials.
I would like to thank you both for coming.

In times of limited health resources and alarming pregnancy fig-
ures, the present health care system makes it difficult for pregnant
women to get the services they need. Because of this fragmented
system, the number of infant mortalities is rising.

Within my district alone, the infant mortality rate is higher than
other cities with comparative economic and demographic back-
grounds.

We must attempt to redefine the prenatal care system and its
structure. The already existing programs which affect maternal
and infant health should be better coordinated and made more ac-
cessible. It is our responsibility to try and provide a better system
to combat the problem of infant mortality.

I am a cosponsor of Mr. Bliley’s bill to amend the Public Health
Service Act. The amendment would consclidate federal programs
with respect to maternal and child health.

Thank you, Mr. Chairman.

Chairman MiLrer. Thank you.

Mr. Macuriey. Thank you, Mr. Chairman. I, toe, commend you
for having this hearing on a most important subject. I appreciate
the opportunity to take an in-depth look at this very critical issue.

I frankly admit to being more than mystified, perhaps a little
horrified, that a nation as great as ours, with so much that we
spend on health care, is ranked 17th in the world in infant mortali-

Obviously, we are not targeting our available resources in the
right direction. The availability and utilization of prenatal care has
a direct correlation with a healthy baby. Yet, we seem to be spend-
ing billions of dollars on neonatal intensive care units. Whereas,
fewer dollars spent on prenatal care would have prevented the
burden of extensive hospitalization.

Dr. Roseman, Chairman of the Public Health Sesvice Expert
Panel on the Content of Prenatal Care, stated that a . . . “singular-
ly important resource to our society is the newborn infant if born
with the capacietg' to function well in our world. In contrast, if born
already deprived, unable to function with full equality as a new-
born citizen, waste and harm come to the individual and the com-
munity.”

Frankly, this world is not an easy place. We must give these kids
a fighting chance from the very beginning, from their first breath.

In my own State of Rhode?gland. 1 am particularly concerned
about the infant mortality rate of minorities. In 1987 the infant
mortality rate for white babies was 8.1 deaths per 1,000 live births
compared to 10.8 for black infants.

a0
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Barriers such as lack of knowledge, lack of transportation, incon-
venient clinic hours, inadequate number of health care providers to
staff clinics, language barriers, and malpractice and liability con-
ceggd particularly of OB/GYN physicians all contribute to this
tr y.

I look forward to hearing the expert testimony presented here
today. I hope it will provide insight into how we got into this situa-
tion and where we should go from here.

One of the recommendations made in the August 1988 report by
the National Commission to Prevent Infant Mortality was that the
health and well-being of mothers and infants ke given national pri-
ority Ey providing early coordinated care to those mothers who are
at ris

Our nation will be stronger and more competitive in the world
today and tomorrow and, frankly, save money for remedial care.
Thank you.

Mr. DurBIN. Thank you, Mr. Chairman. We've had hearings on
this subject before under your leadership. I commend you for bring-
ing this issue back before this Committee.

I remember after one such hearing traveling to the Midwest and
listening to doctors who provide the care to pregnant mothers and
children at risk telling us that they didn’t have the funds, that the
rates weren’t adequate, that the liability insurance that they have
to carry was so great that it forced them out of the business. And,
thus, those limited resources that those people had to go to were
dwindling.

That was two years ago. I'm interested to see today, with the wit-
nesses and the testimony, where we are today, what is happening,
and if the problem has changed at all.

And so without any further ado, I would ask that we move along.
Thank you.

Chairman MiLLeR. Thank you. :

And I thank you all for your commendations for my holding this
hearing. The prime mover behind this hearing is Congressman
Bliley, who has been working in this area on his other committee
assignments for a considerable period of time and has asked that
the Select Committee again review this continued national prob-
lem. So I want to thank him also for his participation and sugges-
tion of these hearings.

And with that, we will welcome Dr. James Mason to the Commit-
tee. Dr. Mason, welcome to the—oh, Congressman Martinez, do you
have any statement?

Mr. MarTINEZ. No, [ haven't a statement.

Chairman MiLLer. Okay. Thank you.

And if you'll identify the others with you, welcome to the Com-
mittee. And you proceed in the manner in which you’re most com-
fortable.

This is usually a committee room that’s reserved for the budget,
80 nobody gets too close in here. We can see you. We may not be
able to hear you. But welcome, in any case, and we look forward to
your testimony.

ol
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STATEMENT OF HON. JAMES 0. MASON, M.D., ASSISTANT SECRE-
TARY AND ACTING SURGEON GENERAL, U.S. PUBLIC HEALTH
SERVICE, DEPARTMENT OF HEALTH AND HUMAN SERVICES,
WASHINGTON, DC, ACCOMPANIED BY DR. DUANE ALEXANDER,
DIRECTOR, THE NATIONAL INSTITUTE OF CHILD HEALTH AND
HUMAN DEVELOPMENT; AND EAMONN McGEE, DEPUTY DIREC-
TOR OF THE DIVISION OF MATERNAL AND CHILD HEALTH,
HEALTH RESOURCES AND SERVICES ADMINISTRATION

Dr. MasoN. Thank you, Chairman Miller and members of the
Committee. We appreciate your setting up this hearing and for our
invitation to participate.

I'm accompanied by: Dr. Duane Alexander, who is on my right,
who is Director of the National Institute of Child Health and
Human Development; on my left, Mr. Eamonn McGee, Deputy Di-
rector of the Division of Maternal and Child Health, Health Re-
sources and Services Administration.

Nearly four million babies are born in the United States each
year. In 1988 an estimated 38,700 babies died before reaching their
first birthday, resulting in a provisional national infant mortality
rate of 9.9 deaths per 1,000 live births.

This is an all-time low rate, and that is a very positive develop-
ment, but I have to raise a word of caution that these are national
figures, averages of 50 states, and almost 3,000 communities within
the nation. Within that group, there are variations, some going up
and some going down.

This infant mortality rate is offset by at least five pressing con-
cerns. First, as you have mentioned, Mr. Chairman, there are 21
other develo countries that have lower infant mortality rates
than we do. Some of these are substantially lower.

Second, there are great differences among population groups
within the United States. In particular, the black infant mortality
rate remains twice thc white rate.

And, third, the rate of improvement has slowed, and factors such
as low birth weight and access to prenatal care have shown no im-
provement at all in recent years.

A fourth problem you have mentioned. It is the growing impact
of drug abuse and related behavior on infant mortality.

And, finally, the problem of malpractice liability, which becomes
a barrier or provides a chilling effect to the practice not only of ob-
stetricians, but family practitioners particularly, in underserved
areas, where services are most needed.

Our infant mortality rate is almost double the rate of Japan and
some Scandinavian countries. I have said on various occasions I
think we ought to be more concerned about Japan's lead over us in
its ability to produce healthy babies than its ability to produce cars
or electronics.

The infant mortality rate for blacks in this country is about
twice the rate for whites. In 1987 the infant mortality rate for
blacks was 17.9, a rate comparable with the infant mortality for
whites 25 years ago.

Rates for some other minority gmuggé while not as dramatic as
the black rate, are problematic, too. Before we even think about
reading too much into the figure for whites, we should remember
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that a dozen countries have lower infant mortality rates than our
infant mortality rate for whites alone.

The 10 leading causes of infant mortality in order of prevalence
are: congenital anomalies, sudden infant death syndrome, respira-
tory distress syndrome, prematurity, maternal complications, hy-
poxia, injuries, perinatal infections, placental complications, and
pneumonia and influenza.

As we try to focus attention on the likely ways to reduce the na-
tion’s infant mortality rate, we must look closely at the problem of
low birth weight. In the scientific community, there is general
agreement that the most critical factor in an infant’s ability to sur-
vive is the infant’s birth weight.

And, of course, we should remember that of those babies who do
survive birth, those with a low birth weight have a much higher
incidence of severely disabling conditions and at devastating emo-
tional and financial costs.

In recent years we have not recorded any improvement in the in-
cidence of low birth weight or very low birth weight. We know
what risk factors are most frequently associated with low birth
weight: behavioral factors, such as smoking, alcohol, and drug use,
poor diet and nutrition.

Smoking accounts for approximately 25 percent of low birth
weight and 10 percent of infant mortality. Each year about 5,000
fetal alcoho! syndrome babies are born in this nation. As high as 10
percent of the mothers delivering babies in this nation are addicted
to various substances.

There are biomedical factors, such as the age of the mother.
Under 17 and over 35, for example, produces a risk, poor maternal
health, having many children, and any untreated conditions during
pregnancy, such as diabetes or infection.

There are social and environmental factors, such as poverty,
stress, low educational attainment, teenage childbearing, and expo-
sure to environmental toxins or hazards, such as lead,

Many of these factors can be identified, and they should be iden-
tified and addressed before pregnancy, in primary care, or early in
p ancy through prenatal care.

ile there is no panacea or magic formula for eliminating our
nation’s infant mortality problem, we know from the achievements
of other countries and of some of our states that if we just applied
what we already know about health promotion, reduction of behav-
joral risk factors and access to quality primary health care, we
could reduce infant mortality significantly in our country.

We estimate that we could save 10,000 of the 40,000 babies who
die each year just by applying what we already know about things
like one-stop shopping, case management, outreach, and home visit-
ing. Our goal must be to have every pregnant woman involved
early and continuously in prenatal care.

The savings in human and economic terms would be enormous.
For example, in 1988 the National Commission to Prevent Infant
Mortality es.imated the hospital costs alone for low birth weight
babies were in the range of $2 billion annually. The cost of provid-
ing prenatal care to those not receiving it now would be about $500
million annually.
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To produce healthy children, we need to think as broadly and as
expansively as we can about the medical, psychological, and social
factors that contribute to that goal. It's not enough, as we once
thought, for prenatal care to focus on purely medical issues of the
final trimester of pregnancy. Rather, we need to expand prenatal
care to the earliest stages of pregnancy. In fact, we must inaugu-
rate care before conception.

Healthy children are not the products of skillful physicians
alone. Rather, they require an extensive network of nurses, social
wsrkers, nurse-midwives, counselors, and volunteers all attuned to
the mothers’ cultural background, personal habits, and social envi-
ronment.

Healthy children demand the mother's attention to factors rang-
ing far beyond the medicg) requirements of new life within her. In
fact, virtually every aspect of the mother’s personal behavior, what
she eats, what she drinks, her disposition to smoke or abuse drugs
and, beyond that, her general morale and her grasp of essential
parenting skills, bear critically on the health of her child.

Healthy children require not only caring mothers, but dutiful fa-
thers and healthy families as well, families that are thriving psy-
chologically as well as physically and that can provide an immedi-
ate environment of care, support, and knowledgeable attentiveness.

In short, in order to have healthy children, we must tend to far
more of their immediate medical needs. We must construct around
them an extensive, tightly woven, nurturing canopy of adult con-
cern and responsibility.

Now, I know that these are long-term goals, but we must head as
a nation in that direction. That must be the course that we follow.
For the Bush Administration and, particularly, for Secretary Sulli-
van and myself, addressing the infant mortality problem has
become not just a duty of office, not just the work of a doctor or a
public official, but a mission to be pursued with all the resources
we can muster.

As Secretary Sullivan put it, this is not just an important cause;
it is going to be a crusade. That's why one of the first steps the new
administration took was to send Congress a proposal to expand
Medicaid coverage for pregnant women and infants.

Our proposal would raise Medicaid eligibility to 130 percent of
the poverty ievel, require states to cut red tape by implementing a
Medicaid presumptive eligibility process for women seeking prena-
tal care, provide Medicaid coverage for immunization of children
under 6 years of age who are eligible for Food Stamps, and provide
an additional $20 million in each of the next 2 fiscal years for dem-
onstration projects that promise to increase the proportion of
healthy pregnancies.

These proposals ‘would increase by approximately 374,000 the
number of pregnant women and children eligible for Medicaid. We
feel that this is a broad step in the right direction.

Thank you, Mr. Chairman. We appreciate the opportunity to
appear before this Committee. We'd be happy to answer any ques-
tion you or members of the Committee might have for us.

G
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PreEPARED STATEMENT oF JaMes O. Mason, M.D.. AsSISTANT SECRETARY FOrR HEALTH
AND ACTING SurceoN GENERAL, US. PusLic Heautd Service, DEPARTMENT oOF
Heavrn anp Human Serviess, WasHiNgTON, DC

Mr. Chairman and Mewmhors of the Committee:

I welcome the opportunity to discuss with youn today the problam
of infant mortality in the United States.

Over two hundred yvears ago our Declaration of Independence
expressed Americans’ inalienable rights of *Life, Liberty and the
pursuit of Happiness." But a great numbar of our youngest
citizens will scarcely have the opportunity to exercise the most
basic of these rights. That’'s because nearly 40,000 Americans
born this year will not live to mee their first birthday.

Another 400,000 infants born this year will live to their first
birthday but may become statistics of another kind. These
unfortunate children will be born with or develep chronic
conditions that are disabling enough to deprive them of trus

independence.

Our achievements as a Nation are known the world over. In
science, technology and the arts we are world leaders. But the
grim statistics just cited vividly remind us that in spite of our
groat accomplishments, for many of our youngast citizens, the
American dream remains elusive. What makes matters worse is

that we know all toc well that many of the conditions which rob
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infants of a healthy, independent life or even of 1life itself,
couid, by proper prenatal and pediatric care, be prevented,

I'd like to share with you today what we in the Public Heoalth
Service know about infant mortality and how we are working te
implement those alternatives which have the greatest potential
for bringing PFederxal, State, local and private sector efforts to

hear on the problem.

Infant Mortality Trends

Nearly four million babies are born in the United States each
year. In 1988, an estimated 38,700 babies died before reaching
their first birthday, resulting in a provisional infant mortality
rate of %.9 deaths por 1,000 live birtha. This is an all-time
low rate and that’s a very positive development. But Lt is
offset by three pressing concerns.

FPirst, there are 21 othar developed cuountries which have lower
infant mortality rates than we do, some substantially lowsr.
Second, there are great differences among population groups
within the United States; in particular, the black infant
mortality rate remains twice the white rate. And third, the rate
of improvement has slowed, and factors such as low bi{rthweight
and access to prenatal care have shown no improvement at all in

recent years. Loat’s briefly consider each of these issues.

N
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Pirst, about our ranking among the industrialized nations of the
world. Our xate {s almost donble the rate of Japan, currantly
the lowest among the industrialized countries, or the
Scandinavian countrxies. IX‘ve said on various occasions, I think
we cught to be more concernad about Japan’s lead over us in its
ability to produce healthy babies than its ability to produce

cars or electronics.

Japan has come a long way to overtake us in {nfant mortality.
For example, in 1960, Japan had an infant mortality rate 20
pexcent higher than the U.S8. rate. Howsver, in the years from
1960 to 1985, Japan reduced ita rate from 30.7 to 5.5, a
reduction of 82 parxcent. During that same time period, we were

able to lower our xate from 26.0 to 10.6, a 59 percent reduction.

A second concern ie the high infant mortality rates among certain
groups within the United States. The infant mortality rate for
blacks in this country is about twice the rates for whites. In
1987, the infant mortality rate for blacks was 17.9, a rate
comparable with the infant mortality rate for whites 25 years
ag0. tes for scme other minority groups, while not as dramatic
as the black rate, are problamatic too. And, bafore we even
think about reading too much inte the figure for whites, we
should remembex that a dozen countries have lower infant

mortality rates than our infant mortality rate for whites alone.
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The third concern is that our infant mortality rates have shown a
geseral slowdown in improvement. During the 1970’s, infant
mortality declined annually by 4.9 percent for whites and 4.1
percent for blacks, But in 1987, the rate of decline in {nfant
mortality for whites was only 3.6 percent and the black infant
mortality rate declined by less than one percent for the third

straight year.

The ten leading causes of infant mortality, in order of
prevalence, are: congenital anomalies, sudden infant death
syndrome (SIDS), respiratory distress syndrome, prematurity,
maternal complications, hypoxia, injuries, perinatal infections,

placental complications and pneumonia and influenza.

It is worth noting that the very troubling black-white disparity
in infant mortality rates all but disappears when we lock at the
deaths from congenital anomalies. This {8 the only leading cause
of infant death for which there is no significant black-white
diffexence. Since congenital aznomalies ars related to genetic
and bioclogical factors, this suggests that social, behavioral and
environmental factors account for the major part of the black-

white variation.

«
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Low Rirthweight

As wo try to focus attention on likely ways to reduce the
Ration's infant mortality xate, we must look closely at the
problem of low birthweight. In the scientific community, there
is ganeral agreement that the most critical factor in an infant‘s
ability to survive is the infant’s birthweight. Dabies born at
what we consider low birthweight, that i{s, below 2,500 grams (5
lbs., 8 ozs.) are 20 times moxe likely to die than those born
above 2,500 grams. While there are more than 250,000 low
birthweight babies born cach year, only 7 percent of all live
births, they account for nearly 60 percent of all {nfant deaths.

Babies born at what we consider vexy low birthweight, that is,
below 1,500 grams (3 1lbs., 5 o=s.), most of whom are premature

deliveries, are 40 times more likely to die than those born above
2,500 grams,

And, of course, we should remember that of thase babies who do
survive birth most do so with much higher incidence of severaly
disabling conditions and at devastating emotional and financial

costs.

In recent years there has been no improvement in the incidence of

low birthweight or very low birthweight.
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We know what risk factors arxre most frequently associated with low
birthwaight:

o Theras arxe behavioral factoxrs such as smoking, alcohol
and drug use, poor diet and nutrition.

o There are biomedical factors, such as the age of the
mother (under 17 or over 38), poor maternal health,
having many children, and any untreated conditions
duxing pregnancy such as diabetes or infection.

[ There are social and envirommental factoxs such as
poverty, stross, low educational attainment, teenage
childbearing, and exposure to environmental toxins or
hazards such as lead.

Many of these factors can be identified and addressed before

sgnancy, in primary care or early eon in pregnancy through
prenatal care.

And, while there {s no panacea or magic formula foxr aliminating
our Nation's infant mortality problem, we know -- from the
achievements of other countries and of somo of our States -- that
if we just applied what we already know about health promotien,
reduction of behavioral risk factors, and access to quality

primary health care, we could reduce infant mortality
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significantly. We estimate that we could save 10,000 of the
40,000 babies who die each year, Just by applying what we already
know about things like case management, outreach and home

visiting.

The savings in human and ecvcnomic terms would be enormous. For
example, in 1988 the National Commission to Prevent Infant
Mortality wustimated the hospital costs alone for low birthweight
babies were in the range of $2 billion annually.

Federxal Efforts

A recently developed inventory of Federal programs related to
infant mortality indicates a toital of 93 Federal programs
administered by 20 Federal agencies address {ssues related to
infant mortality. These programs provide for such activities as
health services, social services, training, education, health
promotion, research, public assistance, drug abuse treatment and
prevention, nutrition, data, and informatien. They represent

docades of creativity and dedication by thousands of experts

across the land.

Yot, 8 I said earlier, we can and must do better. New
approaches are necessary to reduce the infant mortality rate
further. To that end, you should know of an effort 4in process.

I chair an interdepartmental Task Force, convened by the White

e .
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House that is now conducting a broad~based review o0f the Nation‘s
infant moxtality problem To assure that our view is
comprehensive, the Task Force has members from the Departments of
Agriculture, Commarce, Defsnse, Bducation, Bnergy, Housing and
Urban Development, Interior and Labor. We also have
xoprosentatives from many of the offices within the 0ffice of the
President ~ ACTION, Cabinet Affairs, the Council of Eccnomic
Advisors, the Domestic Policy Council, the 0ffice of the
Physician to the ‘resident, the Office of Management and Budget

and the Of£fice of the Vice President.

The membership of the Task Force begins to suggest the range of
efforts addressing infant mortality now undarway within the
Pederal Government and the complicated and interconnected nature
of this problem.

Current Activities in the Department

Within the Department of Health and Fuman Services, Secretary
Sullivan has identified iwproving access to quality health rcare
for low-inceme and minority pregnant womon and infants as &

Lepartmental initiative.

The thrust of the Departwent’s enisting efforts is based upon
thesa principles:

-
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o Access to and utiligzation of the full range of
pregnancy and infant health services are essential if
the infant mortali{ty rate in this country is to be
lowered. Prenatal cars is the most effective and least
costly means to good health early in life.

o A further redoction in infant mortality will require
the combined efforts of the public and private sectors
and of activities at the national, State, and lccal
levels. It also requires pregnant women to sesk
prenatal care early, obtuin good nutrition, and alter
behaviors, such as smoking and abuse of alcohol and
drugs, that sre harmtnl to themmelves and their

fotusesn.
o] ¥e must target our resources to areas Of greatest need.

Our =fforts are oxganized around removing financial barriers,
enhancing service delivery, and providing botter information to

both consumers and providers.

Financial access to health care is important and the President
has submitted a proposal which would expand the number of low-
income pregnant woren eligible for Medicaid. But the ability to
pay for health care alcne will not assure that a pregnant woman

receives the care she needs. Thus, many of the Department'’s

ig 3




38

current efforts build npon and attempt to achieve botter
coordination among the extensive axray of existing programs.

Ws are, for example, looking very carsfully at several models of
ocne-~stop shopping, that is the co-locatics of health and various
social sexvices, which has received considerable attention in
receat months. One-stop shopping is based on the pre.dse that by
allowing eligibility for AFDC, Medicaid, and other social
sexvices to be determined at the same time and at the same site
that health care is del;vared, there will be an increased
likelihcod that the poor pregnant woman will successfully
*navigate* thé complex and confusing system Aand receive the full
range of services which she needs and to which she is entitled.

One pilot project at the Central Virginia Community Health Center
in New Canteon, virginia (serving seven rural counties) is
developing on-sit.e Medicaid and WIC enrollment and improving
record transafer bstween clinic and hospital. 1In a second pilot
project, the Alabama Department of Health is working with 3 other
State agencies (Human Resources, Montal Health, and Medicaid) to
{ntegrate financial eligibility requixements. Through these
pilot projects and information gained from othex States and a
national adviscrxy committes, we will determine the processes
needed to facilitate bast practices for one-stop shopping.

~atn
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Home visiting, espscially through the use of trained volunteers
1ike ocur Resource Mothars project in Scouth Carolina, is another
approach which has shown great promise in several axeas of the
country in recent years. I know that Congressman Bliley is
familiar with the promising results in projects serving families
in the Tidewater area of Virginia, in various rural parts of
Appalachis or even right here in the District of Columbia.

I can also assure you that strategies asuch as outreach through
home visiting, informaticn guides to pregnant women and young
families such as Prenatal Caxe and Infant Care, the two most
popular publications on the GPO list, and improving the content
of pranatal care according to the suggestions made in the
recently released Report of the PHS Expert Panel on the Content
of Prenatal Care are among the approaches we are carefully
considering. We also intend to evalnate new and existing
programs to assure their effectiveness in improving infant
health.

It is clear that approaches selected need local targeting.
Pirat, efforts should he directed to subpopulation groups
contributing most to the high infant morxtality rates -~ in other
words, those pregnant women and infants most in need in local
communities. Second, the approaches must be matched to the
specific problems of these women and infants. Communities,

therefora, must be able to assess thair problems, direct scarxce
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resources, and provide ongoing monitoring to txack improvements
and better understand causes.

Pinally, while we arc convinced that efforts such as those I've
descridbed could save many lives, there is still much we need to
learn about the biological and behavioral causes of infant
mortality. Basic and applied research cn gquestions relating to
preterm births and other conditions related to poor pregnancy

outcome nesds to continune.

The United States Public Health Service has just issued for
publie comment draft versions of the National Health Objectives
for the Year 2000. Among these Objectives are the raduction of
infant morxtality to 7 deaths per 1,000 live births. The
ramaining maternal and infant health objectives for the year 2000
also propose quantitative measures covering such areas as health
status, risk reduction, public avareness, professional education

and awareness, and services and protection.

These objectives can serve as a yard stick to guide and assess
our prograss. They give us a challenge to share, and provide a
focus for the development of a national strategy to, in the words
of President Bush, "Give our children a better start in the world
{and) see that guality health services so critical for improving
matarnal and infant health will ba available to all pregnant
women and young children in our Nation.* We in the Dspartment of
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Health and Human Services are working hard now at doing what we
can to remove barviexs to xeceiving care, enhance service
delivery, and improve knowledge among the scientific commnity
and the general public and welcome the opportunity to work with
States, local communities and the private sector.

Thank you. I will be pleased to answer any questions you may
have.
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Chairman MiLer. Thank you. I thank you very much for your
testimony. Let me jrst, if I might, ask you a couple of questions.
We had goals for 1990 in infant mortality which were to be 9
deaths per 1,000. Is that correct?

Dr. N. That’s correct.

Chairman MiiLer. And we missed that mark, apparently, or
appear to be missing it. Right now it's around 9.9.

Dr. Mason. That's ri%ht. We undoubtedly in the few remaining
months before we hit 1990 won't be able to achieve that goal. We
probably will achieve it as a su 1 for our white population, but
we’re not going to get near it with regard to our black and minori-
ty population. And so the overall goal will not be reached.

g}?airman MiLLER. For the overall population?

Dr. Mason. That's rgelé’;

Chairman MILLER. use of that? And the goal for the year
2000 would be what?

Dr. MasoN. We're in the process of drafting goals for the year
2000, and that won't be completed until we get input from more
than 9,000 institutions and individuals that have been mailed
copies of the dratft.

ut the provisional draft goal would be a target of 7 deaths per
1,000 births in the United States by the year 2000.

Chairman MiLLer. Well, given the current status, if you will, and
the number of things that you recite in ‘;rour testimony, what
would be the strategy for achieving that goal?

Dr. Mason. Well, I think the strategy, as I said, the information
we need to achieve that goal is here, although I don’t want for a
moment to say that we don't need to continue to do research on
maternal and child health, because we have within our p the
ability to reduce about by one-fourth with current kncwle%rgS

And we need to do that rapidly, but we need to also preduce and
pursue a research agenda to get at the other three-fourths. But for
that one-fourth I think the basic fundamental item is that we get
people early into good prenatal care, we remove the barriers, get
them in there, every pregnant woman.

And to get them in, it means more than just passively waiting
for women to appear at the doors. First of aI)I, the clinic has to be
attractive, and it has to include such concepts as one-stop shopping.

But there has to be an outreach for those women who are unlike-
ly to come in by themselves, who don’t understand the need for
early prenatal care. So using the case management program, out-
reaci, volunteers, people in the community who can help in that
process, we need to be delivering those services that would correct
the underlying problems that result in low birth weight and infant
death and——

Chairman MiLLER. Am I correct when I believe that there are
regnant women who are currently on waiting lists for programs
ike the WIC Program?

Dr. Masnn. That’s correct. There are.

Chairman MiLLER. So we have an identifiable population that is
sitting out there on a waiting list a: d we're not getting to them.

Dr. MasoN. And, certainly, those barriers need to be removed.

Chairman MiLLEr. Well, coming from this committee I must tell
you, I was very excited when, in fact, we had a debate between

48
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Governor Dukakis and President Bush on these issues. It actually
became an issue in the campaign, which was startling to me that
this would happen because it never has before, but here it was—
discussions about WIC and the President's notions that we had to
have sufficient funding for WIC and we were going to have a
phase-in of Medicaid up to 185 percent of poverty for children and
families.

But what concerns me, and what just jumps out at me in your
testimony, is the admission that you estimate that we could save
10,000 of the 40,000 babies who die each year. Between now and the
year 2000, that would be 100,000 babies.

And it would seem to me that there would be some urgency in
eradicating those waiting lists with respect to the pregnant women
in WIC and their infants.

Now, I understand, as the children get older in that program, we
pricritize. And that's apparently necessary, given the budget con-
straints, but with respect to that target population of women who
are waiting and we see the success, I don’t understand the hesitan-
cy.

Now, in the area I represent, if you come into a WIC clinic, it's
one-stop shopping. You have now entered the public health system
at that point. You may have come for nutrition reasons but you're
now in that system.

And I visited a number of WIC clinics in other parts of the coun-
try where that is true. I just wondered: Where are you in reducing
those waiting lists?

Dr. MasoN. We are very concerned about waiting lists. Women
and infants who need these services as rapidly as possible ought to
be brought into the system. I have to say and I——
thg}}?airman MiLLer. Having said that, how are we going to do

t?

Dr. Mason. Well, I have a problem with the WIC Program be-
cause it's not part of Health and Human Services, and I don't want
to make it appear that I don’t really care about it. I do.

It's part of the Department of Agriculture, and that's where we
need to work with them. And we need to work cooperatively with
the Administration and Congress to see that some of those barriers
are reduced because I am very sympathetic to the things that you
are talking about.

And we may or may not have one-stop shopping out there. I
want to make that clear that in some communities, they have
pulled that all together so that when you go to get WIC benefits,
you find community health clinics and l{dedicaid eligibility all offer-
ing services at one site.

Unfortunately, this does not occur comprehensively across the
nation. That is one of the things that w.: are trying to work on
within the Department in reaching out to Agriculture and other
parts of the federal establishment to see that direction of one-stop
shopping and common eligibility is——

Chairman MiLLER. I assume, therefore, Dr. Mason, that we would
look forward to your support for—it was reported out of Commit-
tee—the revisions requiring development of a model single ae;zglica-
tion form for pregnant women andp children for WIC and Medicaid
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and Head Start and the maternal and child health programs that
are being put forth in the Reconciliation Bill.

I would hope you would take a very serious look at that because
I think that's an effort that is moving us toward the direction that
you and Mr. Bliley and a lot of us are concerned about.

Dr. MasoN. I chair a White House task force on infant mortality,
which has representation on it from all of the departments of the
Executive Branch that have any role with regard to infant mortali-
3; and children. And we have a subcommittee that is looking at

at very matter. We're concerned about that issue.

Chairman MiLLer. What is the status of that task force?

Dr. Mason. We're working and going to be making recommenda-
tions to the President on what we might do on——

Chairman MiLLer, Do you have a time line for that?

I]%z.dMASON. Within the next few months, that work will be com-
pleted.

Chairman MiLLer. And the nature of those recomamendations
will be what?

Dr. Mason. Well, I think conceptually we want one-stop shop-
ping to occur. And what we're trying to do is get together as de-
partments and agencies and find out what we can do with regard
to the application for services.

Can we simplify? Can we consolidate? Can we bring these things
together and not only application-wide, but can there be physical
coalescence of these {inds of things? And that's what we're work-
ing on.

Chairman MiLLgr. That's several months from now. That will be
1990. What are you going to do about these 10,000 babies that ap-
parently are going to die needlessly?

Because, as you point out and I think you correctly point out, we
have the ability to stop this should we desire to do it. It is one of
implementation.

Now, you have identified these babies. Now, what is the task
force, what is the Administration going to be recommending to us
to stop those 10,000 babies from dying?

Dr. MasoN. I have already indicated what the Administration
has done with regard to the 1990 budget. We are going to push
ahead to expand the coverage of Medicaid for a larger proportion of
those women and we hope with time to bring each woman into the
realm so that she's eligible early on.

And we want to work cooperatively with Congress in that proc-
ess.

Chairman MiLLgRr. I don't have to lecture you, Doctor. You know.
You used the key phrase, and that's “time.” These pregnancies
don’t understand our fiscal years and our task force deadlines.

But it would seem to me that a great urgency should be attached
to the fact now that we have identified the population. You're
almost in the ethical position of withholding services from that
population when you have arrived at the conclusion that you know
how to take care of them, that you could impact on an outcome.

And I'm not suggesting that that burden falls only on the Ad-
ministration. It falls here on the Congress also.

Dr. Mason. And on the private sector and——
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Chairman MiLLer. But having identified that population and rec-
ognizing that pregnancies are underway and that pregnancies will
be underway tomorrow morning and the next morning and the

‘next morning that have no references to our fiscal years, I am just

trr);iﬁg to figure out how we translate this sense of urgency to this
problem.

Dr. MasoN. We have a sense of urgency, and I think we need to
work with you. We need to work with states, with local govern-
ment, with the private sector because I am sure that we don't have
a simple single solution to this problem.

But, by golly, I think we are determined to work with you, with
others to see if we can’t get those 10,000 babies saved.

Chairman MLLEr. Congressman Bliley?

Mr. Britey. Thank you.

Dr. Mason, what are the most important reasons why we will not
meet the 1990 health objective of an infant mortality rate no great-
er than 9.0 per 1,000?

Dr. MasoN. There are a number of reasons why that won't occur,
but I think the most important one is, again, the lag in the black
infant mortality rate. We need to provide a way to reduce that
rate. And if we could reduce that rate, then we would easily have
come within the target.

So if I were to start anywhere, it would be by making sure that
we were targeting services to those communities where infant mor-
tality rates are particularly high. That would largely be in our un-
derserved inner cities, some of our underserved rural areas.

And there we need not only access, but outreach, case manage-
ment, all of those services in a coordinated way to provide what we
know will do something about the problem.

Mr. BLiigy. The report of the National Commission to Prevent
Infant Mortality states that the “lifetime costs of caring for a low
birth weight infant can reach $400,000. The costs of prenatal care -
that might prevent this low birth weight condition in the first
place can be as little as $400.”

Part of the problem, accordin% to the survey I conducted in 40
counties across this country, is that only 38 percent of the publicly
sx;gforted facilities offer prenatal care. Although half of the public
health departments offer prenatal care, less than a quarter of the
private nonprofits offer prenatal care.

Shouldn't we perhaps place more of an emphasis on funding only
those facilities which offer prenatal care?

Dr. MasoN. Let me give you a short answer and then turn this
aver to Mr. McGee. But we believe that services ought to provide
comprehensive—that whenever possible, a woman ought to be able
to go one place and get primary health care, prenatal services,
services for her baby.

The problem of using buses, of transportation, the barriers that
cause problems when you have to go to multipie sites for care is
really a serious problem.

And so we feel that we ought to move as rapidly as possible to
aid those clinical services that do not provide prenatal care, to
assist them in bringing up those services, wherever possible, so
that a woman who enters there or brings her child there can have
comprehensive services.
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Mr. McGeke. I guess I would add to that that we have currently
funded any number of projects, probably around 30 to 40 projects,
around the country that focus on getting women into care in a
single location and improving the care package that they get in
that location. Those are primarily done through state and local
health department grants.

And I guess going back to what Mr. Miller, the Chairman, said
earlier with respect to the WIC Program, we are working daily
with the people in the WIC Program with respect to coordinatin
the services of the WIC Program, which, as you know, are focu
on nutrition.

We have a nutrition component in our program in the Public
Health Service, where the people there are working under the aus-
pices of former agreements with the WIC people to assure in the
state health departments the Title V Program, which is a major
part of the Public Health Service, which is focused on maternal
and child health, with respect to the block grant and some discre-
tionary grant activity.

We are working to make sure that those dproirams are supportive
and interreact with the WIC Program. And I think it’s wariing ac-
tually quite well. There is a problem of resources, as always.

Mr. BriLey. Well, the problem that I see is that only 38 percent
of the states and local health people are participating in prenatal
care. How do you suggest that we get that improved? Because
unless we do, we're going to have a hard time meeting any targets.

Dr. Mason. 1 think that all of our states receive maternal and
child health block grant services and also have Medicaid funds that
enable them to provide prenatal care services. Now, whether they
integrate that into a compr: i» nsive service, that may not occur in
this or that community, but .l states at least have provision using
federal funds for prenatal services.

Mr. McGee. That’s exactly correct. All of the states do get the
block grant. In most all of the states, ] would say probably close to
50, there is an official unit in the state health agency that has pur-
view for MCH programs. The major support for that comes out of
the Title V block grant.

Mr. Briey. Well, my time is limited. I would like to ask one
more question. You pointed out how important it is—and I certain-
3! agree, and it is the thrust of the legislation that I have intro-

uced—that one-stop shopping for these people, where they can get
all of this, is so very important.

Shouldn't we encourage this by giving extra grants to those com-
munities that would do this?

Dr. MasonN. I strongly believe we ought to encourage one-stop
shcl%ping as a concept and through the use of the maternal and
child health block grant and other funding, whether it is block or
categorical.

I think that there ought to be certain strings attached to that
moneiaso that states, local communities move as rapidly as possible
into that mode.

Mr. Brirey. Thank you.

Thank you, Mr. Chairman. ~

Chairman MiLLER. Congressman Rowland.

Mr. RowranD. Thank you, Mr. Chairman.

52



47

And thank you for your testimony.

The problem is not a medical problem. The problem is a social
problem. In my opinion, if we look back at what has taken place
over the last 20-0dd years, we will, I believe, find that our focus has
been on technology.

There is no country in the world in my opinion that has better
technclog¥ In neonatal intensive care than does the United States.

In the late 1950s Japan had the 18th or 20th high low infant
mortality or high infant mortality rate. We were number five. Now
our positions are almost reversed. We are number 20 or 21 and
Ja$n is number 1.

e found in some hearings that we had at the United Nations in
New York that there were representatives from around the world
who came and testified about what they were doing.

And in Japan what they did was focus on getting pregnant
women to go to the doctor. It’s almost as though they are ostracized
from society there if they don't get prenatal care and do not go in
to get the things that they need to get. So it seems to me that that
is where the problem principally is.

And I wonder if you might with me, Dr. Mason, that with
the advent of Medicaid in 1965, that prior to that we had public
health clinics where we provided prenatal care for women, and it
was largely a focus "~ the local community.

It got these women to come in and get their prenatal care, but it
was assumed after 1965 that since Medicaid would pay for their
care, then these clinics no longer existed.

And the fact is that many women who were eligible for Medicaid
or had Medicaid didn’t come in for that care at all. Consequently,
our low birth weight incidence went up. That is, in large part, re-
sponsible for the position that we find ourselves in now.

I was also interested in what you mentioned about the malprac-
tice litigation problem. There is not much attention being focused
on that, but in my opinion this is one of the principal problems
that we're having now.

And I can see that in ihe not-too-distant future, there will not be
many people doing obstetrics. This, of course, is going to cause an
increase in our infant inortality rate. Would you agree that that’s
pmhabgg true?

Dr. Mason. I would agree with you both with regard to Japan
and on the malpractice issue. I think the issue of malpractice, if
we're not going to deal with it as a nation generically for all s
cialties or family practice, as least we ought to concentrate on the
obstetrical malpractice issue because this is making the job just
that much er to provide ci:zality services in underserved areas.

And if we don’t intend to take on the whole program, please let's
at least deride how we can ease the situation around obstetrical
malpractice. Because with everything else going on, we can't afford
ttghadd that to the list of reasons why we're having high infant mor-

ity.

That, indeed, is a significant problem. And I think we have to
look at enacting tort reforms or imposing caps, implementing alter-
native dispute resolutions.

We really need to look at that. We intend to do that within the
Department, and we hope the Congress will look at that with us.
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Mr. RowLAND. We have some language in some of the legislation
that we have in our Health and Environment Subcommittee to
look at that very thing. I don't believe that there are any other of
the countries that have lower infant mortality rates than we do
that have a contingency fee system.

Are you aware of any of those countries that may have a contin-
gency fee system?

Dr. MasoN. We're not aware. We could get more information if
you'd like, but I'm not personally aware of it.

Mr. RowrLAnD. It's really a social problem in my opinion, and it's
going to have to be an effort on the part of federal, state, local gov-
ernment to deal with this as well as various groups in local com-
munities, church groups, civic organizations, business community.
Everyone is going to have to work together in order to get us in a
ﬁfger position insofar as our infant mortality rate is concerned, I

ieve.

Dr. Mason. I agree totally. And although I well recognize the
need for more resources to provide specific services, resources alone
won't do it. It’s going to have to be a concern at every level in this
nation.

And, finally, it has to be the concern of the pregnan* woman
itself, and I'm not blaming the victim. But if that concern isn’t ex-
pressed at all levels, then just throwing money at the problem
won't solve it.

Mr. RowrAND. Thank you.

Thank you, Mr: Chairman.

Chairman Miller. Congressman Walsh.

Mr. WaLsH. I have no questions at this time, Mr. Chairman.

Chairman MiLLer. Congressman Machtley.

4 . MACHTLEY. ] just wanted to follow up on that resources alone
will not take care of the problem. As I understand the testimony,
10,000 of the 40,000 deaths could be prevented in some way.

You indicated in your testimonv that low birth weight is the
number one factor in deaths of infants and, furthermore, that the
babies which are born with low birth weight are going to cost us $2
million in remedial health care, but that we could prevent that
with an expenditure of $500 million annually.

Dr. Mason. That's correct.

Mr. MacHTLEY. Why don't we just spend $500 millior. annually? I
mean, it's a business. Let’s try and take the emotion out of it and
look at it from a business standpoint. If we can save $1.5 billion,
why don’t we just say, “Let's get together, Congress, and let's
spend $500 million”? We’'ll save 10,000 babies.

Dr. MasoN. This is the message that public health has been
giving for the last 20 years, not only with regard to infant mortali-
ty, cancer of the lung related to tobacco, cancer of the cervix relat-

ed to PAP smears.

We can show you not just in infint mortality, but in a whole list
of areas where this nation is spending dearly not only in terms of
human life, but in terms of cost due to chronic disease and disabil-
ity.

And we have traditionally chosen year after year, decade after
decade to fund treatment rather than the preventive side of this.
We run up against this day after day.
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And we appreciate your recognition that that's what we really
need to do.

Mr. MacuHTLEY. So you would agree that we should then get to-
gether and spend $500 million and save?

Dr. Mason. We need to save those $2 billion because it isn't just
that after we spent the $2 billion, everything is okay.

But after we've spent the $2 billion, many of these babies whose
lives have been saved have chronic pulmonary disease. They have
central nervous system problems. Many of them will never be inde-
pendent individuals ar a result of low birth weight.

We speat $2 billion, and we have kids who aren’t going to func-
tion the way they were designed to function. And wouldn't it be
better to not have that $2 billion cost and have kids who are going
to grow up and be bright and productive and responsible and inde-
pendent?

Mr. MacrTLEY. Just one follow-on. If 25 percent of low birth
weight is a result of smoking—1I believe that was the statistic you
gave—what progress are we having in young mothers stopping
their smoking?

I understand in my circles of friends smoking is no longer social-
ly acceptable. How are we doing with young mothers?

Dr. MasoN. Among women, we’re not making the same progress
on smoking that we are, interestingly, with men. Among poor
people and minorities, we're not msaking the same progress. Tobac-
c¢ companies today are targeting women. They're targeting the
poor. They're targeting minorities.

Now, if we can get these women early into prenatal care, most of
them understand that when they smoke, when they use drugs,
when they use alcohol, they are smoking for two people, them-
selves and their baby.

And it's often easier to get them off these addicting substances
during pregnancy than during any other time of their lives. And
that’s why it's important to get them into prenatal care.

That's where you handle specifically the smoking, the drugs, the
alcohol, the malnutrition, the iron deficiency. You can handle un-
derlying disease problems, like hypertension, diabetes, infection, all
of these things that are going to result ultimately in low birth
weight babies.

Mr. MacHTLEY. Thank you, Mr. Chairman.

Chairman MILLER. In this committee, I don't know if it was the
National Institute of Medicine or Health that suggested we could
do that all for about $600 or $700 a pregnancy, that kind of coun-
seling and that kind of preventative work, as opposed to $1,500 a
day to take cars of these babies after they're bhorn.

Congressman Levin.

Mr. LeviN. Thank you.

So, Dr. Mason, let me just ask a single question following up
your testimony that we could save 10,000 infants just by applying
what we already know about things like case management, out-
reac.), and home visiting.

So tell me as simply as you can: Why don’t we do it?

Dr. Mason. I coufd ask you the same question. I think one of the
reasons is——
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Mr. Levin. I will be willing to answer that, but you have the ben-
efit of testifying, and we’re not supposed to.

Dr. MasoN. I will just say what I said earlier. As a nation, we are
so enamored with high tech and with treatment. We're enamored
with cure, but there are few things we really cure.

We're enamored with treatment and high tech, and we'd rather
gut an infant in a newborn intensive care unit than go to the trou-

le and difficulty to get out in front on the other end.

Mr. Levin. Well, wait a minute. What's difficult? You talked
about intricate and difficult, but you say we could save 10,000 lives
just. The word “just” is in there. That means simply by applying
what we already know: case management, outreach, and home vis-
iting. So why don’t we do that?

Dr. MasoN. I want to do that.

Mr. Levin. Well, are you going to do it by next year?

Dr. MasoN. Are we going to do it by next year, the Congress, the
Administration, the states, the locals?

Chairman MiiLer. Will the gentleman yield?

Ur. Mason. I think we've got to work to bring that to pass as
rapidly as possible.

Chairman MiLier. Will the gentleman yield? And let me just say
that this has been proposed time and again by the Congress.

You're representing a new Administration. We're about to go
into a new budget year. This budget year is so screwed up nobody
can tell what we're going to do.

But let's assume 1n January we start with a clean slate. I think
the question is: If the President would support this effort on a
budgetary basis, that we're going to get back, apgarently, $2 for
every $1 we spend. And the March of Dimes and others tell us that
we're going to get more than that, but let’s assume that.

On the basis of humanity, if the President joins in this effort,
this could be done within the next fiscal year. I think that’s the
issue. And I would hope that’s what the task force would address,
that we need two willing partners here.

We have suggested time and a%ain to the Congress that this be
done, and we were knocked down by the last Administrat:on.

This is a new day. You have a sense of urgency. You've recog-
nized that there are 10,000 lives at stake here, each and every year
we don’t do it.

So, I think whst you're hearing here is if that could be brought
back to the councils and the task force, they're right. We may have
to spend some money.

But all the evidence is we would get that money back in a very
short period of time, probably the fastest rate of return that this
government has ever seen.

Excuse me.

Mr. Levin. No, uno. I think you say it so clearly.

So I just want you to respond. Why don't we do it?

Dr. Mason. I want to simpliy say: Let's do it.

Mr. LeviN. Well, but not let us. Are ycu saying we will do it?

Dr. Mason. I would like to see us do it.

Mr. Levin. No. That isn’t good enough. Look, I very much re-
spect you, Dr. Mason, believe me. And 1 understand the circum-
stances under which you're working.
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But we're now talking not about the 30,000, where there are
more intricacies. I mean, I'm not saying this is an utterly simple
problem, but your testimony says we could save 10,000 of the
40,000 babies just by applying what we already know.

You leave open, when you say that, the obvious question, which
unfortunately isn’t answered usually. If it's so clear, why aren’t
you doing it? Why isn’t it in the budget?

Dr. Mason. Well, I think it's very clear from what I said earlier
that President Bush put into the last budget of the former Admin-
istration a proposal to increase the poverty level from 100 percent
of povertly to 130 percent fo bring almost 4,000 additional women
in. I think that shows a commitment on the part of the Bush Ad-
ministration to do something about this problem.

Mr. LeviN. Okay. To do something. But is that change going to
save 10,000 lives?

Dr. Mason. It won't save 10,000 because it won't bring all preg-
nant women into the field.

Mr. Levin, Okay. Then I ask you: If we can do this simply, why
aren’'t we doing it immediately? And give me a simple answer
cause it's a clear statement and a simple question. Why aren’t we
when it comes to human life doing the simple thing?

Dr. MasoN. Well, we've had the information that we present
before you today for at least the last 20 years.

Mr. Levin. Right. But you——

Dr. Mason. This isn’t new information that we're bringing to
your attention for the first time. We in public health have told you
this year after year after year.

Mr. Levin. Okay. But wait a minute. George Miller has already
answered that in a sense because there’s been a proposal from the
Congress.

But you’re now running the show. You're into your second
budget. We haven’t written this budget yet. Why aren't we doing it
for 19907

Dr. MasoN. President Bush increased it from——

»Ar. Levin. I know, but you say that won't save 10,000 lives. Why
aren’t we deing it?

Dr. Mason. I think you and the Administration have to look at
the total budget. There are other priorities that I don’t deal with
that relate to—we’re not just talking about infant mortality. We're
talking about AIDS. We're talking about drug abuse. And that's
where someone outside my realm of responsibility has to look at
where money is going to go.

Mr. Levin. All right, sir. But now you're giving me, you're giving
us, I think, a forthright answer. Essentially, in simple terms, what
you're saying is: Here's something that we know how to do. I'm
talking ut the 10,000. And the reason that we're not doing it is
because of other priorities.

Dr. Mason. That’s right.

Mr. Levin. Okay. Now, I just——

Dr. Mason. We have priorities.

Mr. Levin. You need to—and I'm not suggesting you're the Di-
rector of the Office of Management and Budget. I krow you're not.
So you can’t tell us how you balanced all these priorities.
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But I think that kind of an answer is what America needs to
hear. What you're saying, in simple terms, is: It is deemed that we
don’t have the money ir this country to save 10,000 lives. Isn’t that
really what you're cLying? ‘

Dr. MasoN. Y~s. And we could save 6,000 deaths from women for
cervical carcinom=. In other words, we've got to decide whether we
save 6,000 women, 10,000 children, this, that, and the other. And
it's balancing where we're going to put our money.

Mr. Levin. So, essentially, you're sa 'nf that those 10,000 lives
are lost because we are going like this. ﬁln icating.] Right?

Dr. Mason. We are all irying to assess priorities at the federal,
state, local, whatever level as to what is most important to society.

Mr. LeviN. All right. T just think that everybody in this room
and in this Congress and everybody who's running these programs,
including the President of the United States, has to understand
that when the US says it doesn’t have the money, we are losing
10,000 lives that could easily be saved.

Chairman MiLLER. Mr. Hastert.

Mr. HasterT. Thank you, Mr. Chairman.

I would like to progress on the gentleman’s comments across the
podium from me here.

But, you know, it seems that there are a lot of priorities. It scems
like there are a lot of problems. And those 10,000 people at risk,
maybe if we had the new dollars to stick in that program, we could
start to save some lives.

But it seems like therc are other problems. What percentage of
these people are the inner-city people who have ,;)mblems with
crack and cocaine, for instance? Is that a factor here?

Dr. Mason. Absolutely. And so it isn’t just putting money direct-
ly into prenatal care. The money that is going into smoking cessa-
tion, drug abuse all is having .. factor upon infant mortality.

Whether we succeed or fail in a lot of different areas is very fun-
damental to whether we succeed on the infant moitality side of
things because it isn’t a single-faceted problem.

It's a multi-faceted problem, and we've got to succeed in a
number of different areas.

Mr. HasterT. Well, it seems to me that you weren’t here, of
course, but in proceeding before this very same Committee, we had
people come up and telling us that people who were addicted to
crack and cocaine were dumping their children in garbage buckets
and you couldn’t bring them into any type of community service,
that they were, essentially, running wild and back on the street
nine hours after giving birth.

So it would be difficult bringing some of those people in. I'm just
saying in a perfect world, maybe we could save 10,000 people right
away. But there are other problems that you have to solve first,
before you can start to deal with a perfect world. Is that correct?

Dr. Mason. That's correct, but I don’t believe that our statistics
really have caught up with us yet. Sc that we're not really seeing
in infant mortality statistics the impact of drugs.

In other words, I think many communities, such as Washington,
D.C., have already shown an increase of infant mortality.

So we're using data that is basically '87'88 data, where there was
drug abuse and crack and the problems that you are talking about.
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But I think we have yet to see the impact of that in terms of na-
tional statistics.

Mr. HasterT. So you're saying the inner-city statistics, then,
could be worse?

Dr. Mason. I think as we see the full impact of some of our inner
cities being reflected in infant mortality, you're absolutely rght,
that prenatal care alone will not solve this problem if we don’t get
on top of the—a lot of these babies that are dying of AIDS. They're
dying of crack and the direct result of drug abuse.

To put all the money in prenatal care services would be very
useful, but if we don’t control otker sectors of the problem, we're
going to ex;}cli up with difficulty as well. All of this has to be brought

own together.

Mr. . And then also it would seem to me, and acconding
to the other testimony that we have here, that it's awful difficult to
bring those people under the tent, so to speak, to get them in line
to sign up for these services or to get them into the places that can,
the clinics that can help them.

Dr. MasoN. That's why you have to have the outreach services.
We found in working with the American Indians that even though
it's 30 miles by dirt road to the clinic, obviously, they don’t come
early, but if you get a case worker or a village volunteer who be-
comes concerned about any pregnant woman in the village, then
things begin to happen.

It isn’t enough to just have access. There has to be a way to get
these women to come in. And if you don’t have the outreach,
having doctors standing there in the clinic isn’t going to solve the
problem, only part of it.

Mr. HasterT. I'm not trying to lead you. I'm also not trying to
badger you, but I want to say here that I think it's important that
we need to look here and see what the stage is and see what the

roblems really are. And maybe then we have to order our prior-
:ities before we can really get at the problem that you want to ad-
ress.

And with that said, Mr. Chairman, I relinquish my time. Thank
you.

Chairman MiLLgr. Mr. Durbin. '

Mr. Durein. Thank you, Mr. Chairman. :

Dr. Mason, I'm sorry I missed your spoken testimony, but I have
read your statement.

I'd like to say at the outset that I'm particularly enamored with
your quote here where you said “I think we ought to be more con-
cerned about Japan's lead over us and its ability to produce
healthy babies than its ability to produce cars or electronics.” 1
plan on using that quote. I plan on crediting you at least the first
time I do. I wanted to let you know in advance.

M{ colleague from Rhode Island raised an interesting point earli-
er. 1 had never heard anyone quantify the cause of low birth
weight attributed to smoking at a figure of 25 percent.

Is that in your testimony or are you familiar with that?

Dr. MasoN. I'm not sure it's in my testimong, but it's a well-rec-
ognized figure that about 25 percent of low birth weight infants
gan Eﬁ directly related to smoking and about 10 percent of infant

eaths.
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Mr. DurniN. Let me ask you, Doctor, is it fair to conclude as well
that we have a hi%her incidence of low birth weight among lower
income individuals®

Dr. MasoN. Absolutely.

Mr. Dursin. All right. Then I would like to ask you in your ca-
pacity, a significant capacity with the Administration, if it
wouldn’t make sense for us, then, to promote the increase in excise
taxes for tobacco products so that they become more expensive for
lower economic groups to purchase, thereby discouraging the habit
and leading to a lot of positive developments, including perhaps a
reduction in infant mortality?

Dr. Mason. I would rather not comment on this because it might
be looked upon as a tax increase.

Mr. DURrBIN. As a what?

Dr. Mason. A tax increase.

Mr. Dursin. Well, forget about that for a minute. Let's talk
about health for a second, Doctor. I mean, you really have to look
this thing right in the eye. And if we're going to be serious about
dealing with it, let me just ask you in the most general terms.

And I'll start off with the caveat that we're not going to say you
endorsed a tax increase. From a health perspective, if we raised the
cost of tobacco products so that lower economic groups would be
discouraged from buying them, wouldn't that have a positive
impact on the health of America?

. Mason. It’s been shown in Great Britain with regard to wine
and spirits that by raising the cost of wine and spirits, the alcohol-
ism rates go down significantly.

And it's always inferred, or it is inferred in the United States
and everywhere, that if you raise the cost of tobacco, you discour-
age, particularly young people, from beginning the habit.

And it has an effect on the whole economy. So the cost is a major
factor in how many people use tobacco and how much tobacco they
use.

Mr. DursIN. And the obvious conclusion is that if fewer young
people use tobacco, what impact will that have on the health of
America?

Dr. Mason. Oh, it would have a tremendous effect because we're
still losing 1,000 people a day, 1,000 funerals a day as the direct
result of tobacco use.

And the tobacco companies know that if they don’t hook young
people by the time they're age 21, they'll never get them.

So anything we can do to discourage adolescents and kids from
smoking, it's going to pay dividends that are extraordinary.

Mr. DursiN. I'm not going to consider that an endorsement of a
tax increase, but I appreciate your candor.

Let me move to another related issue. Do you feel that the issue
of teen gregnancy has a bearing on the infant mortality rate in our
country?

Dr. %ASON. Absolutely. There’s no question that teenage births
are more likely to be low birth weight and the teenage girl also has
greater difficulty in terms of raising the infant if she keeps it.

So there are a number of risks that go along with adolescent
pregnancy, often the environment. There isn’t the nurturing envi-
ronment for her or for her baby.
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So whether we're talking about tobacco, alcohol, drugs, or just
services—and often there is a denial of pregnancy, and so they
do1’'t get prenatal services until they're later in their pregnancy.

There are a whole series of events that occur. But just basically
biologically, kids shouldn’t be having kids. They ought to become
phg?:cally mature.

. DUrBIN. What public policy initiative will the Bush Adminis-
tration be proposing to deal with teen pregnancy?

Dr. MasoN. As you know, we have Title X, Title X that are work-
ing on aspects of that. We feel strongly that there are ways that
one can approach that and that we ought to be doing everything
we can to discourage teenage pregnancy, teenage sexual activity.

Mr. DursiN. Dr. Mason, those programs existed before the Bush
Administration came into office. Is there any new initiative or any-
thing that you're going to suggest that you would consider as the
Bush approach to dealing with this problem?

Dr. MasoN. Not that I'm aware of at this point in time.

Mr. DursiN. Can I ask you specifically? On our reconciliation
bill, we're faced with two aspects of it which relate directly to this
issue and problem. One is an increase of Medicaid eligibility to 185
percent of poverty. Do you support that?

Dr. Mason. I'm not sure where the Administration is on that.
I'm not sure that they support that.

Mr. DursiN. Wouldn't you say that bringing more women under
the protection of Medicaid, particularly those in the income group
I've just described, would have a positive impact on the health of
our country and, particularly, on the infant mortality problem?

Dr. Mason. Yes, it would.

Mr. DursiN. And you're not certain where the Administration is
on that issue?

Dr. MasoN. That’s right.

Mr. DursiN. What about the proposal for an additional $100 mil-
lion in maternal and child health care grants? Are you supporting
that aspect of reconciliation?

Dr. MasoN. I'm not sure where the Administration is on that. I
don’t think they have supported that.

Mr. Dursin. Wouldn't you conclude that that additional money
might help to improve the health of this country in reducing the
infant mortality rate?

Dr. Mason. If it were focused and targeted, it probably would be
beneficial.

ﬁ, DursIN. As I understand it, the program is focused and tar-
geted.

Chairman MiLLEr. Congressman Packard.

Mr. Packarp. Thank you, Mr. Chairman.

Much of the discussion thus far has been on providing additional
funds. Are there not other procedures that could be implemented
that do not simply take on a welfare aspect of providing funds for
th}gse ‘;who do not have funds or are choosing to use funds else-
where?

Is there not some education=i procedure that could be imple-
mented? Would you spe=k iv that portion rather than simply the
providing of additional funds f~r prenatal care?
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Dr. MasoN. There’s no question that the education and informa-
tion side of this is absolutely imperative if we're going to succeed.
The concepts of accountability and responsibility in terms of one’s
personal behavior are significant factors in infant mortality.

But wherever you start, whether it's education and information
in our schools, whether it is information that comes in the home,
family values, talking to young people about sexuality, abstaining
if they re going to be sexually active, to make sure that p
tak oesn't occur, there are a whole series of steps that neﬁn

en.

And, as I said earlier, just throwing money at this problem will
not produce a solution. It has to be an integrated, comprehensive
approach.

And, ultimately, you have fo get down to the individual woman.
She ought to want to have a baby if she'’s going to have a baby. She
should use services that are available. And she should recognize
that, whether she’s smoking or using drugs or whatever, this is im-
portant that she prepare for that baby.

:ilso there are organizational changes that we have talked about,
like one-stop shopping, that shouldn’t add to the budget deficit, the
use of volunteers in our communities to reach out to pregnant
women and make sure they get in.

So there are a lot of things we can do without raising costs.

Mr. Packarp. Certairly a healthy educational program would
help parents to realize that they too have to prioritize, just as the
federal government has to prioritize.

We simply cannot come up with the money to do all that we
would like. We have to prioritize. Families have to prioritize.

So they need to be educated to make good priority judgments. I
think that would be an important part of any program we would
want {0 involve ourselves in.

Thank you.

Chairman MiLLrr. Congressman Sikorski.

Mr. Sikorsk1. Thank you, Mr. Chairman.

I commend you, D-. Mason, for your testimony. I had a chance to
read over it. I, too, missed your verbal testimony.

But the debate this morning has kind of focused on this old
throw-money-at-problems argument, which is an endless argument.
But I'd like to put some parameters on it.

It’s more than throwing money at a problem. It's a question of
}vho’s making policy for America and for our taxpayers who pay

or it.

It's not our money and it's not the Administration’s money. It's
the taxpayers’ money. Who is making public health policy in this
country?

And if you look at the last decade, it's not the Public Health
Service, and it's not Health and Human Services, not the National
Institutes of Health. It's the Office of Management and Budget. In
that fight of alphabet soup, it's not NIH or HHS or PHS. It’s OMB

And we should have the Wizard of Oz curtains and bells and
buzzers and smoke—all here at the time we say it. They're the
ones who are making policy. And that’s the problem.
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When you're penny-pinching and making public health policy, it
shows up across the . You've already noted that we cost more
by penny-pinching than we save.

e would save if we put the money into these basic programs
and do the cheaper programs at the beginning of the problem than
we pay—what is it, §10,000 a day?

ow much is it a day to keep a preemie, a severely disabled pree-
mie, in an intensive care unit for two months? $100,0007 $50,000?

Dr. Mason. $1,500 a day approximately.

Mr. Sikorskl. It's $1,500 a day. That’s $45,000 a month. Two
months, that's $30,000. For that, you could outreach. And to do
education programs, that takes money, too.

So it’s not a question solely of saving money. Unfortunately,
when they count the pennies at OMB, they count them on the way
out, and they never count them when they show up later on in re-
duced outlays because we're saving taxpayers money and we're
sia;ving deformities and limbs and lungs and human lives over
there.

And, secondly, I'd argue that people like you, talented people,
peo%le who have technical backgrounds, should be making the
public policy, not a bunch of lawyers and economists over at the
Office of Management and Budget.

George Bernard Shaw said if all the economists in the world
were laid end to end, they’d never reach a conclusion. And he said
if all the lawyers—and I'm one of them—were laid end to end, it'd
be a good thing.

When we have the budget in the Office of Management and
Budget driving public policy in health—I fight this on a daily basis
on the Health and Environment Subcommittee—we don’t have the
people who know making the decisions for the taxpayers. And I
think the taxpayers get cheated.

Secondly, we can talk about the Red Cross. We can talk about
1,000 points of light. But the fact is, when we're talking about
10,000 human lives in a pro-life Administration, we should at least
guarantee a basic infrastructure so that those 1,000 points of light
can beam brightly.

And we're not providing that basic infrastructure as a federal
policy. And I would argue that if we do anything as a federal gov-
ernment, we should be saving those lives at the early end.

So 1 Iguess I have no questions. Maybe you'd like to make a com-
ment. 1 just think that this debate of wing money, throwing
money, throwing money isn’t the way the debate is properly
framed.

We're saving money. We're trying to get minimum commitment
so that the others, the nonprofits and the profits and others, can
build upon that. And we want the people who know making basic
public policy in this country.

And I want to commend you for sticking your neck out here and
there this morning.

Dr. Mason. Just one comment if I might. We're concerned about
our state and local health departments. The Institute of Medicine
about a year ago put out a monograph called “The Future of Public
Health.” And theg praised the local and state health departments
for what they had accomplished with the resources that they had.
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But they said that because of under-funding at the state and
local level, public health in the United States is in disarray.

And, you see, not only do I have to decide within a certain
budget where I'm going to put my priorities, but the same thing is
going on at the state and local level.

And you've got to keep a number of balls in the air simulta-
neously. The calls for services at the local level are not just for
infant mortaiity or prenatal care. They're called upon to be in-
volved in a lot of areas, and they have to establish their own prior-
ities.

And I should think that every one of them would say, “Let’s put
all our money in this one area,” but there are lives to be saved in a
number of different areas and needs to be met.

And that's what I think we are really working on. Within what
we have, we have to put the money where it will do the most good.

Mr. Sikorski. I think you reminded me of a point that I lost
when I started quoting rge Bernard Shaw. And the point is:
We're not talking about meaningless gestures to the poor or some
quick-rip schemes for health professionals or others to do some
busy work out in the community. We're talking about basic health
programs that provide healthy bodies.

And if you're an economic determinalist and you're only looking
at what it means for the economy, you can’t run a national econo-
my without healthy human beings. You can’t fight an internation-
al trade war without healthy human beings.

These two issues are you can’t have a good health orogram with-
out good tax-paying, functioning, productive economy providing the
support.

Likewise, you can't have a good economy and a nationally, inter-
naticnally competitive economy without healthy human beings.
They fit into each other. And we're missing the boat right at the
beginning here on these several thousand human lives.

Thank you, Mr. Chairman.

Chairman MiLLER. Congressman Wolf?

Mr. Wovr. I have no questions.

Chairman MiLLER. Mr. Evans?

Mr. Evans, I have no questions.

Chairman MirLgr. Dr. Mason, thank you very much for your tes-
timony. And let me just say that I think that you can hear it here.
And I don’t think this is partisan. I think what we're looking at is
the opportunity of the new Administration.

You know, I can remember going to a dinner to kick off the cam-
paign for healthy babies right from the start. I believe it was the
March of Dimes campaign that started a number of years ago. And
the attraction at that dinner was that I think that every cabinet
member and his wife was there. And the wives were all honorary
members of the campaign.

And after dinner, the Cabinet members all went back and they
cut their budgets for the various programs that would help us have
healthy babies right from the start, so to speak.

And our concern here is that we do have an opportunity. One of
the things that this Committee has tried to focus on is where we
get a match in good public policy and good economics.
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We have identified a number of areas. Obviously, the areas tihat
ou're familiar with are prenatal care and maternal and child
ealth care. All of the studies by every administration, by the foun-

dations, by the universities, by the hospitals, the medical associa-
tions and others, all of them indicate that it's real good economics.

As you point out, this $2 billion is really being misspent. It's not
being wasted, but it's being misspent in terms of the results that
we want. And, as I think you heard here this morning, there is a
better way t» spend that money.

One of the things that concerns me is exactly what Mr. Sikorski

inted out. If you want to spend money, the pejorative term jumps
in here that you're throwing money at a pmbfr):m.

The fact ofyghe matter is there’s no reason why the Surgeon Gen-
eral or the Department of Health and Human gervices cannot tell
states that it is a condition of receiving money or it is your intent
that they will not receive money.

Give them a year. Tell them you want one-stop shopping now.
We can do that. We have the capability of doing that. And, theo-
retically, it won't cost us a dime.

If the states come back and tell us they can't do it for budgetary
reasons, then we'll know that. The concerns that Mr. Bliley has
and that the staff uncovered about coordination can be addressed
by federal dollars which are driving the system overall.

Mr. BriLey. Mr. Chairman.

Chairman MiLLER. And we already have the capability to do
that. And I think what we're hungry for is a sense of initiative and
urgency about these babies and about these women and about
these families.

You know, if necessary, we're fully prepared to do it. We've done
it when I was a member of the Budget Committee. We can change
those priorities and engage in initiatives which result in savings.

We've done that befoce. We've made those cuts. And they've
come along.

Mr. BriLey. Will the Chairman yield?

Chairman MrLLER. One second.

And so I think there really is an opportunity, and I want to
thank you for your candor. I want to thank you for your attitude.
And I just hope, it becomes part of the policy of this government.
: Fiorlg}et Administration or Congress. We've both lagged here a

ittle bit.

That is the question because one of the things we've found in
this room is that when we put these issues to a vote on a bipartisan
basis, there has been support for these early initiatives.

But what has happened historically is we've been knocked down
because the Administration did not want to seek the expenditure of
those monies the Republicans and Democrats voted on. They voted
because the case has been made that that is an investment and
we're going to get a return on it as opposed to the $2 billion ex-

nditure, which is a questionable rate of return in terms of the
ong-term health of these families and these children.

I yield to Mr. Bliley.

r. BLiLgy. I thank you, Mr. Chairman.

And, Dr. Mason, I, too, want to thank you for your candor and

appearance here this morning. I would hope that you would look at
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HR 2881, which I have introduced, which is the consolidated Mater-
nal and Child Health Services Act for, if that becomes law, it
would call for $7.2 billion, almost §7.3 billion, concentrated in one-
stop shopping. And it wouldn’t be any new money.

It would coordinate the $5.5 billion that the federal government
has s%read over 10 programs or so. And it would take the $1.7 bil-
lion that the states are currently spending, put it all together and
have one-stop shopping.

And I don't think we'd need a lot more money. We mair need
some, but I wouldn’t think we'd need a great deal to do the job.

So I would h%we fmu would look at it.

Dr. Mason. We'll look at it very carefully.

Chairman MiLLER. If I might, I think it's important that you look
at some of these initiatives that members are supporting who, like
Mr. Bliley, have spent a great deal of time on.

The other thing is: We're talking about saving babies 10,000 out
of 40,000. And let’s not pretend, all of a sudden, that those 10,000
have become the crack and the AIDS babies.

Because, at least in the area that I represent, on the Indian res-
ervations that I have visited, and the areas in the upper Midwest
that I have visited, hospitals, public health clinics, and others have
an identifiable population within their catchment area of people
who need these services, but they are unable to extend those serv-
ices to them.

So we can get to work on this population very guickly before we
get into the complications of AIDS and crack and all of the other
attendant problems.

This population, can be dramatically whittled down with people
who simply are not receiving services. And outreach, again, if the
federal government wants the states and local governments to
engage in outreach, all it has to do is say so.

But we're coming out of a 10-year peried where outreach was not
encouraged because outreach meant you had to spend dollars be-
cause once you find them, you have to serve them.

And so we want to reverse that trend. We're perfectly capable of
doing that by administrative ruling should we decide to do that.

And if that runs into problems, I suspect that they can be cured
by the Congress because there's bipartisan support for those ef-
forts. And maybe that's how we find out where the most efficient

expenditure of those dollars are.

- ell, thank you again very much. And we look forward to con-
tinuing to work with you.

Next we will have a panel that will be made up of Pamela Robin-
son from Maternal-Child Advocacy Project at Wayne State Univer-
sity in Detroit; Dr. Ezra Davidson from King-Drew Medical Center
in Los Angeles, who will be accompanied by Sarah Brown from the
Institute of Medicine, Washington, DC; Dr. Joyce Thompson from
the University of Pennsylvania School of Nursing from Philadel-
phia; Dr. Marilyn Poland, who is from Wayne State University

ain; and Dr. John Niles, who is from the Mayor's Advisory Board
of Maternal and Child Health, Washington, DC.

Welcome to the Committee. Your formal statements will be
placed in the record in their entirety. And I would like to encour-
age you to proceed in the manner in which you are most comforta-
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ble, and that includes the extent to which you would like to com-
ment on what you heard between the committee and Dr. Mason.
:iiog should certainly feel free to comment on that should you so
esire.
And, Pamela, we'll start with you.

STATEMENT OF PAMELA ROBINSON, MATERNAL-CHILD HEALTH
ADVOCATE, MATERNAL-CHILD HEALTH ADVOCATE PROJECT.
WAYNE STATE UNIVERSITY, DETROIT, M1

Ms. RosinsoN. Good morning. I'm Pamela Robinson from the
Maternal-Child Health Project in Detroit. I have been an advocate
since July of 1988. I became an advocate because I know that a
helping hand and support made a positive impact in my own life.

The Maternal-Child Health Advocacy Project is one of several
outreach programs funded by the Michigan Department of Public
Health to fight the high infant mortality rate in 13 Michigan coun-
ties. Qur long-range goal is to reduce infant mortality by improving
pregnancy outcomes and the health of infants.

The services we offer are designed to increase the independence
of families. They include assisting women to seek prenatal care and
to use community resources.

In providing these services, we add tender, loving care that con-
sists of a helping hand, a shoulder to lean on, and someone who
listens.

Since January of 1987 we have provided case management advo-
cate services to almost 2,000 families. Forty-six percent of our cli-
ents had problems with basic needs. These problems are barriers to
getting health care and other needed services.

I would like to tell you about a client of mine who had many of
these problems. Let's call my client Mary. When I began to work
with her, Mary was 21 years old, 5 months pregnant, and Lad a 2
and a half year old son. Although she was enrolled in prenatal care
and had Medicaid, she was not getting the care she neaded.

Mary had recently been burned out of her apartment, lost all of
her possessions, including her important papers and identification,
and had to move in with her mother.

Her mother didn't have adequate housing for herself and her
other children because six months earlier, she had been burned out
also. With Mary and her son, there were seven people living in a
two-bedroom house with no heat, borrowed electricity, ard plumb-
ing problems.

Mary was missing prenatal visits at this time bacause she had
just lost her Medicaid. She was depressed and seemed to have no
will and encouragement.

On the day 1 met Mary, I dealt with her main concerns, which
were housing, food, and clothing. Over the next six weeks, we
worked on housing, finances, and Medicaid. Only after these con-
cerns were addressed was she able to resume her prenatal care.

Over the next few months, housing problems continued. Mary
was also hospitalized for vaginal bleeding that began after a fall.
She was released when she and the baby were out of danger.

She finally found suitable housing.
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I am continuing to work with Mary and even though she still has
some problems, she is more independent and persistent in dealing
with these problems.

Other barriers to care are transportation and busy clinics. There
are very few private physicians who will provide prenatal care.
And our system of hospital and health department clinics cannot
meet the demand.

For example, the average wait for the initial prenatal appoint-
ment in the clinic network is four weeks, and the waiting time in
the clinics is usually several hours.

The health of families does not depend on doctors and clinics
alone. We must have adequate health care systems. However, as I
have described, rescurces to meet basic needs are also essential to
health. Without jobs, housing, food, and clothing, people will not
seek health care services.

Thank you for the opportunity te speak with you today.

[Prepared statement of Pamela Robinson follows:]
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PrEPARED STATEMENT OF PaMELA RoBiNsoN. MaTERIAL-CHiLD HEALTH ADVOCATE
ProugeTt, DeTrOMT, M1

Goud morning ladies and gentlemen. 1 am Pamela Robinson é€rom
the Maternal-Child Health Advocate Projlect in Detroit. Michigan.
I have Deen with the project since July. 1988. I Yecame an
advocate Dbecause I wanted to help people. I Rnow fronm
experience that having help and sSupport made a positive (mpact
in my owr life. By giving help and support to others. [ hope to
make a positive difference 1n their lives.

The Maternal-Child Health Advocate Prolect 1s ore of several
outreach preograms funded by the Michigan Department of Public
Healith to combat the high infant mortelity rates in 13 Michigan
counties. We are based at Wayne State Unilver. ty. Our lonao
range goal is to reduce {rfant mortality by impre ing pregnancy
ocutcomes and the health cof infants.

The services we offer are deslgned to increase the independence
of families. They include home visits, assisting women to seek
early and regular prenatal end infant health care. referrals for
community resources and other social services. information about
health. nutrition and parenting. &nd assistance with problenm
solving. in providing these services., we add a little TLC.
Tendex . loving care that consists of a helping hand, & shou
to iean on and sonmecne who listens.

Since our program began in January Of 1987, we have provided
advocate services to almost 2.000 families and have thelped an
additional 400 women register for prenatal care. To g:ve you an
idea of the difficulties families are faced with, of the firse
1.064 clienta enrolled {n our program:

46% had problems obtaining clothing

40% had problems obtaining food

32% had problems obtaining insurance

23% had problems obtaining transportation

23% had emotional problems such as depression and anxiety
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These problems are barrf{ers that interfere with our clients
abliliity to get health care and other needed Sservices.

I would like to tell you about & client of mine whe had many of
these problenms. Let 's call my client Mary. I began to work
with Mary 1in December of 1988. She was 2! years old. 5 months
pregnant and had a 2 1/2 year old son. Although she was
enrolled {n prenatal care ani had Medicaid. she was not getting
the care she needed because of the many problems she was faced
with.

Mary had recently been burned out of her apartment, lo0st all of
her possessions inciuding her important papers and ident:ifica-~
tion. and .ad to move in with her mother. Her mother did not
have adegquate housing for herself and her other children bYecause
6 months earlier she had also been burned out and was forced to
move  into  poor housing. The first thing I noticed when 1
approached the house was the 2 steps missing frof the entrance.
With Mary and her son. there were now 7 people living in this

2 bedroom house. There was no heat, the electricity was
borrowed from next 4o0r and there was a foul amell tn the house
due to plumbing problems., Mary was missing prenatal visi{ts at
thig time because she was depressed, seemed to have no will., and
had no encouragement becausSe the whole family was overwhelmed by
the housing situation.

0n the day 1 met her. Mary stated her family needed food. I
gave her a referral for emergency food and enrolled her in a
food co-op and a supplemental food program. We then began to
work on replacing the ciothing she had 1ost in the five. She
needed clothing so that she could get out and begin to get her
life Dback in order. Over the next 4 to & weeks we worked on
housing  and getting her finances and Medicaid in order. During
that time we alsc talked about the tmportance of prenatal care.
Mary followed through by making and keeping a prenatal appoint-
ment. The help and support I was able to give her made a
difference 1in her ability tou act on her problems,

*n February of 1989. the family experienced & third ‘onse f£,7e
and posSsessions were lost again. Mary then was forced to  live
with a friend for several months. During that time she fell.
injured herself and began to have vaginal bleeding. She d4id not
seek emergency treatment until 1 encouraged her to do so. When
she went to the doctor. Mary was hospitalized for a week. She
was released when the doctors felt she and the baby were out of
danger .
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Mary finally found suitable housing in Aprili, only 3 weeks
before she delivered a healthy 6 lb.. IS oz. baby girl. I anm
coniinuing to work with Mary. Even though she still has soOme
problens,. she {8 more independent and persistent in dealing with
those problems now.

Transportatton (s also & problem for families. Even though we
do have some transportation services {pn Detroit., including the
Healthy Baby Service, they are not adequate to meet the needs.

Another bdarrier to obtaining needed health services (s an
inadequate System capacity. There are very few private
physicians §n Detreit who provide prenatal care. The system of
hospital and health department clinics that is in place cannot
meet the demand., For exanmple. the average wvait to ga&t  an
initial prenatal appointment in the Maternal-Child Health
Network s 4 - 6 weeks. In addition. the waiting time 1in the
clintc itself s usually several hours.

The heaith of families does not depend on doctoers and health
facilities alone, We nust have adequate health care systems,
However. as I have described, rescurces to meet basic needs are
also essential to health. Without 3jobs, housing. food and
clothina. people will not aeek health care services. Meagures
te promote healthy families nust be comprehensive and
coordinated across disciplines, agencies and departments.

Thank you for the opportunity to speak with you today.

)
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Chairman MiLLEr. Thank you.
Dr. Davidson, you can move that microphone a little bit closer.
Thank you.

STATEMENT OF EZRA C. DAVIDSON, JR., M.D.. MEMBER, COMMIT-
TEE TO STUDY OUTREACH FOR PRENATAL CARE, INSTITUTE
OF MEDICINE, PROFESSOR AND CHAIRMAN, DEPARTMENT OF
OSTETRICS AND GYNECOLOGY, KING-DREW MEDICAL CENTER.
LOS ANGELES, CA, ACCOMPANIED BY SARAH S. BROWN, STUDY
DIRECTOR. COMMITTEE TO STUDY OUTREACH FOR PRENATAL
CARE, INSTITUTE OF MEDICINE, WASHINGTON, DC

Dr. Davinson. Thank you. I want to compliment the Committee
on focusing its attention to these issues. I think it's quite impor-
tant.

My name is Ezra C. Davidson, Jr. I'm professor and Chairman of
the Department of Obstetrics and Gynecology at the University of
M?dicine and Science in the King-Drew Medical Center in Los An-
geles.

I served as a member of the Institute of Medicine Committee to
Study Outreach for Prenatal Care, which produced the report “'Pre-
r.atal Care: Reaching Mothers and Reaching Infants.”

I understand that I was invited to testify today based upon my
personal experience as a member of the IOM panel and my profes-
sional experience of the problem of delivering maternity care to
low-income women on a day-to-day basis in Los Angeles.

I have included the exact text of the conclusions and major rec-
ommendations from the Committee. I do not believe that they
could be betier or more succinctly stated.

I do want to emphasize one major point from our conclusions. We
learned that things are really terrible out there in regards to ma-
ternity health service. And they are so terrible that the congres-
sional penchani fcr incremental changes will not fix this problem.

Expanding Medicaid alone, adding home visiting alone, support-
ing nurse midwives alone, increasing reimbursement alone, noth-
ing alone will solve the problems. There must be major fundamen-
tal change in the ways we finance and deliver care for low-income
women.

The Committee grouped the barriers to prenatal care into four
categories—most of this is not new—one, financial and administra-
tive barriers for women, which range from problems with private
insurance to problems with Medicaid coverage to no insurance cov-
erage at all; second, inadequate capacity in the prenatal care
system; third, problems in the organization, practices, and atmos-
phere of prenatal services themselves; and, fourth, cultural and
personal factors that limit the use of services.

I think that if the Committee were meeting today, rather than in
1985, as we did, it would add crack cocaine as a ffth barrier. The
situation that develops when drugs such as this are added to preg-
nancy is so devastating that it deserves its own place on the list.

The financial system that currently supports maternity services
for poor women in many communities is primarily Medicaid. In the
past few years much has been done to expand eligibility for Medic-
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aid and to split this program from the treditional association with
cash assistance to dependent children.

Much of this activity has been helpful as a positive response to
the concern about the financial barriers to prenatal care, those bar-
riers mentioned most often by pregnant women.

However, the same attention has not been paid to the provider
side of the service equation. The capacity to provide maternity
services to the women who have become eligible under the expan-
sions of Medicaid, or those who are still uninsured, is woefully in-
adeguate.

The government has ignored or underestimated the incentives
required to ensure an adequate number of providers needed to
serve poor women: adequate and fair reimbursement, and equally,
if not more, important, streamlining the payment mechanisms,
which in the Medicaid administration are so frustrating and in
themselves costly.

Specific attention must be given to reducing the uncertainty and
complexity of Medicaid for the physician, including: the determina-
tion of patient eligibility and duration of eligibility, inadequate cov-
erage for services needed by women with high risk pregnancies;
complexity and unnecessary delays in billing; and the difficulties
and loss of time required to redress these billing problems.

The government has ignored or underestimated the incentives
required to ensure an adequate number of providers needed to
serve poor women. Many of the changes are administrative, rather
than financial, that are needed.

One cannot address the issues of access without addressing the
liability situation, which in some places created absolute barriers
to care and in others exaggerated existing problems.

in my home state, for example, one of the insurance companies
is threatening to deny insurance coverage for drop-in deliveries.
This would create an absolute barrier to care.

The eost of liability coverage causes many physicians to drop ob-
stetrics from their practice. In other cases, the costs make it harder
to care for poor women because the additional services necessary to
treat high risk pregnancies are not covered by Medicaid.

The common belief that physician non-participation is due only
to inadequate funding anl physician attitudes is unjustly incom-
plete. The system has burdens that it should share in this responsi-
bility for lack of partivipation for providers, and more concern
should be devoted to the provider concerns of reaching remedies.

In Los Angeles in the calendar year 1988 over 170,000 births oc-
curred in Los Angeles County. This represents 34 percent of the
births in the State of California and 4.8 percent, or 1 out of every
23, of those in the nation as a whole.

Of the total births in the county 44,000, or 26 percent, represent
women who sought maternity services from public sector facilities;
that is, clinics and hospitals operated by the County Department of
Health Services. This is approximately 28 percent more than the
34,900 birth capacity of this system.

Since the early 1980s the Los Angeles Department of Health
Services has attempted to meet the increased demand for materni-
ty services through a variety of mechanisms, including contracting
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with private hospitals and private physicians to accommodate this
patient load.

Unfortunately, provider participation, both hospitals and physi-
cians, in the Medicaid program has so deteriorated during the
decade of the '80s that access to needed health services remains se-
verely limited in this private sector.

The failure of Medicaid reimbursement levels to keep up with es-
calating costs combines with the incessant, ubiquitous complaints
related to non-timely payment of billings, complicated and burden-
some billing and payment systems, arbitrary denials of requests for
prior authorizations, legal liability concerns.

And exorbitant malpractice insurance premiums has driven most
hospitals and practifioners out of the Medi-Cal Program and left
them with such a bitter taste in their mouths that even recent at-
tempts to increase the reimbursement levels and improve the
claims processing system have not been successful in inducing suf-
ficient numbers of providers back into the program.

Consequently, access to care remains a rapidly deteriorating
problem for low-income women in Los Angeles today.

In the King-Drew Medical Center, which is a county hospital,
part of the Los Angeles Department of Health Services, the Depart-
ment of Obstetrics provides delivery services to over 8,000 poor
women each year. It is the second largest service in the State of
California ang the seventh largest in the country.

Eighty percent of the obstetric patients were Hispanic and 15
percent were black last year. These percentages have remained es-
sentially unchanged for the last 10 years.

Participation in prenatal care has seriously deteriorated since
1978. In that year, eight percent of the women who delivered at the
King-Drew Center reported no or unknown prenatal care. By 1988
this group had grown to 33 percent.

Significant racial and ethnic differences exist between those who
do and do not have prenatal care, both for the black 2nd Hispanic
women.

Among black women, the percentage who have not had care has
increased from 30 per~ent to 50 percent in the past 5 years. Among
Hispanic women, the percentage has almost doubled, increasing
from 15 to 27 percent over the same period.

The significance of not receiving care can be seen on the impact
on the perinatal mortality, which are fetai and newborn lives lost.
Seventy percent of the perinate! mortality comes from this group
of not receiving prenatal care, as do most of the babies that end up
in our high tech, high cost Neonatal Inteunsive Care Unit.

In my testimony, I have appended several graphs and charts de-
scribing these data in more detail.

Finally, I think that the recommendations in the Institute of
Medicine report “Prenatal Care: Reaching Mothers, Reaching In-
fants” deserve detailed attention for guiding reform of the materni-
ty care system. I think that ultimately the services must be orga-
nized and administered from the point of view of the pregnant pa-
tient.

Eligibility determination and registration must be simple and
understandable. The administration of services should be plain and
straightforward.

74
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Other necessary services should be easily accessible and avail-
able, such as other necessary meairal services for high risk preg-
nancies, supplemental food program, WIC, infant care services,
educational and psychosocial support services. It is my personal
opinion that this can be accomplished in both the private and
public parts of this medical system.

Of extreme importance is having sericus respect for the concerns
of the providers. This calls for program administration with a re-
solve to be user friendly, reacting with support to the problems of
eligibility, administration, and reimbursement.

Importantly, in this time of budget constraints, providing prena-
tal care services has been provided to reduce overall cost.

Continuing to incrementally expand eligibility and coverage,
even with increased reimbursement, is clearly not enough. Reform
of the administration of these services to invite better participation
of providers and patients is necessary.

The medical liability crisis must be moderated. I personally sup-
port the recommendations in the recently released Iustitute of
Medicine report “‘Medical Professional Liability and the Delivery of
Obstetrical Care.” This report recognizes the increasing impact of
the liability problem on the availability of obstetric care and the
impelling needs for reforms.

1 appreciate the opportunity to appear before this Committee,
Mr. Chairman.

[Prepared sto'ement of Dr. Ezra C. Davidson, Jr. follows:]

~1
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Preparep STATEMENT oF Ezra C. DaviosoNn, Jr. M.I)., PrROFESSOR AND CHAIRMAN,
DEPARTMENT OF ORsTETRICS AND GyNECOLOGY, DRrEW UNIvERSITY oF MepicaL Scr-
ENCE, AND KiNG-Darew MepitcaL CENTER, AND ProFESSOR, DerARTMENT OF OBSTET-
éms AND GyNEcoLoGY, UNiversiTy oF CALIFORNiA AT Los ANGELEs, Los ANGELES,
A

My name is Ezra C. Davidson, Jr. MD. | am Professor and Chairman of the
Deparntment of Obstetrics and Gynecology at Drew University of Medical Sciance and
King-Drew Medical Center in Los Angeles, Caliormnia. | served as a member of the
institute of Medicina {({OM)] Committee to Study Outreach for Prenatal Care which
produced the report "Prenats! Care: Reaching Mothers, Raaching Infants." | understand
that | was invited to testify today based upon my parsonal experience as a member of the
1OM panel and my profassional experience of the problams of delivering maternity care
to low-income women on a day-to-day basis in Los Angeles.

The Institute of Medicine Repont

The IOM Committee to Study Qutreach for Prenatal Care was an interdisciplinary
group, convened to study ways that more women could be drawn into early prenatal care
and kept in care throughout their pregnancy. The committee was asked to focus on
outreach as a method for increasing the use of prenatal care. But it was evident early in
the study that outreach could not be studied apart from the maternity care system in
which it might occur.

The commitl. .'s investigations and its report covered a wide re~72 of subjects,
including: "demograph.: risk factors, the barriers to the use of prenatal care, women's
perceptions of the barriers to care, provider's opinions about the factors that account for
dalayed care, multivariate analysis of predictors of prenatal care uss, and lessons learned
from a variety of programs that attempt to improve utilization of this basic health servica.”

I have included bslow the exact text of the conclusions and major
recommendations from the committes. | do not believe that they couid be better or more
succinctly stated. | do want to emphasize one major point from our conclusions: We
learned that things are rea-, rrible out there. And, they are so terrible that the
congressional penchant for incremental changes won't fix the problem. Expanding
Madicaid alons, adding home visiting alone, supporung nurse midwives alone, increasing
reimbursement alone, nothing alone will solve the problems. Thare must ba major,
fundamental change in the ways we finance and deliver care for low-income women.
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mmgmmmmmmmmmmgmz 1)
financial and administrative barriers for women, which rangs from problems with private
insurance to probisms with Medicaid coverege to no insurance coverage at alf; 2)
inadequate capacily in the prenatal care system; 3) problems in the organization,
practices, and atmosphere of prenatal services themselves, and 4) cultural and personal
factors that fimit the use of services. | think that if the commitiee were mesting today,
rather than in 1985 as we did, it would add "crack” cocaine as a fifth barrier. The situation
that develops when drugs take over @ community is so devastating that it deserves its
own place on the list.

1 want fo expand upon some aspscts of these barriers as | describe for you the
situation that we face in Los Angeles. Much of what | will include fits into the second
category, inadequate capacity in the system, although it relates to the category of financiat
barriers, and as a result, to the third category of barriers, how services are organized and
de'sered, as well. Though there is a definite increase in the oroblems of access in rural
areas, mainly due to physicians dropping cbstetric care from their practices, | will focus
my attention on the problems in urban areas.

The financial system that currently supports maternity services for poor women in
many communities is primarily Medicaid. in the past fow years much has been done to
expand efigibilty for Medicaid and to spfit this program from its traditional association
with cash assistance for dependent children. Much of this activity has been helpful as a
positive response to the concarn about the financial bamisrs to prenatal care -- those
harriers mentioned most often by pregnant women.

However, the same attention has not been paid to the provider side of the service
eguation. The capacity to provide maternity services to the women who have becoms
eligible under the expansions of Medicaid, or those who are ~titt uninsured, is woefully
inadsquate. The government has ignored or underestimated the incentives required to
ensure an adequate number of providers nesded to sarve poor women: adequate and fair
reimbursement, and equally, # not more, important, streamfining the paymeant
mechanisms, which in the Medicaid administration are so frustrating and i themsetves,
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costly. Specific attention must be given to reducing the uncertainty and complaxity of
Maedicaid for the physician, including: the determination of patient eligibility and duration
of aligibilty, inadequate coverage for services needed by women with high risk
pregnancias; complaxity and unnecsssary delays in bifling; and the difficulties and loss of
time required to redress these billing problems.

One cannot eddress the issues of access without addressing the liability situation
which has in some places created absolute barriers to care and in others exacerbated
axisting problems. In my home stete for exampie, one of the insurance companies is
threatening to deny coverage for "drop-in® deliveries. This would create an absolute
barrisr to care. The costs of liabilty coverage cause many physicians o drop obstetrics
from their practice. In other cases, the costs make it harder to care for poor women
because the additional services necessary to treat high risk pregnancies are not coverad
by Medicaid.

Parenthetically, in one small etort regarding physician participation, there was
Congressional support for authorization for demonstration projects under Medicaid
designed to give states an opportunity to implement innovative ways to improve physician
participation. it's my understanding that the Senate removed sven this incremental effort
from the recongciliation bill this month.

The above list is the brisfost sketch of what must be endured by physicians to
participate in the program. The commaon belief that physician non-participation is due only
to inadequate funding and physician attitudes is unjustly incomplete. These system
burdens share much of the responsibility for physicians’ lack of participation and should
he equally considerad in remedies. As a result of these problems, fewer and fewer
physicians and private hospitals provide obstetric services to Medicaid patients, and the
pubic facilities, including the hospitals, that provide such servicas are so overloaded that
they cannot meet the need. Medicaid is so underfunded and so bureaucratically impaired
that sarvices cannot be delivered in a fashion that even approaches adaquate.

Addttionally, the important new report. “Caring for the Future: The Content of
Prenatal Care," issued by the Public Health Service calls for greatly sxpanded educational

8
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and psychosocial services for high risk patiants. This repont further documsnis how we
are failing our pregnant women and children when we cannot even pay for the very basic
and important medical services needed by these sams women.

The Situation in Los Angliss

! would like to thank irwin Sitberman, MD, MS, Director of Maternal Health and
Family Planning Programs, County of Los Angelaes Department of Heaith Services for his
assistance in providing soma of the foliowing data and perspectives from Los Angeles.
However, | accept full responsibility for the editerial emphasis and final centent.

In calendar year 1988, over 170.000 births occurred in Los Angeles County. This
represents 34% of the births in the Stats of California, and 4.3%, or 1 out of every 23, of
those in tha nation as a whole. Of the total binths inthe county, 44,500 or 26%, represent
women who sought maternity services from public sector facilties, i.e., the clinics and
hospitals operated by the County Department of Heaith Services {DHS). This is
approximately 28% more than the 34,500 births capacity of the DHS aystem.

Since the sarly 1880s, the Los Angeles Department of Health Services has
attempted 10 meet the increased demand for matemily services through a varisty of
mechanisms. In addition to markedly increasing the total number of prenatal visits within
the system, a special effort was directed toward reducing the waiting period for new
appointments, i.e., entry into the system, down to a county-wide average of less than two
weeks. This was accomplished betwesen Februa.y and June 1989 by expanding the
number of prenatel clinic intake sessions with newly added staffing resources plus shifting
of personnel from other categorical public health programs and from follow-up/revisit
prenatal clinics.

While this objective has bean met, it has introduced the expected marked increase
in the demand for routing, follow-up clinics, as well as a ~roportionate increase in referrals
to the hospitals® alre - Yy overburdened special obstetric and high risk prenatal clinics.

Recognizing that one of the major sources of the increase in service demand in Los
Angeles County stemmed from the uncontrolled and unpredictable addition of
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undocumented immigrants to our communities, and the ever-growing numbers of
uninsured and underinsured working poor, the California State Legisiature responded in
1888 by passing legisiation which provided Medi-Cal insurance coverage (Medicaid) to
all financially qualified women for emergency and pregnancy-related services (SB 175,
Maddy), and by increasing the income eligibility level to 185% of the fedaral poverty level
(SB 2579, Bergenson-Robert)). The first measure took effect October 1, 1988, the latter,
July 1, 1989,

Unfortunately, provider participation -- both hospitals and physicians -- in the Medi-
Cal Program has so deteriorated during the decade of the eighties, that access to needed
health care services for these newly eligible women remains severely limited in the private
sector. The failure of Megi-Cal reimbursement levels to kaep up with escalating costs,
combined with the incessant and ubiquitous cuinplaints refated to non-timely payment
of billings, complicated and burdensome billing and payment system, arbitrary denials of
requests for prior authorizations, fegal fiability concerns, and exorbitant malpractics
insurance premiums has driven most hospitals and practitioners out of the Medi-Cal
Program, and left them with such a bitter taste in ther mouths that even recent attempts
to increase the reimbursement levels and improva the claims processing system have not
heen successful in inducing sufficient numbers of providers back inic the program.
Consequently, access 10 care remains a rapidly deteriorating problem for low-income
women in the county.

At this time, Autumn of 1833, many communities in Southern California, and
slsewhere in the state, find this situation approaching a flashpoint. Private hospitals in
Southarn California are unwiling and/or unable to accept additional publicly funded
patiants. The resources for expanding the availability of prenatal care in public sector
facilities ars fully expended. County hospitals and clinics are operating far beyond their
safe ana rational fimits, with department heads frantically seeking means to praevent the
unmanageable influx of high risk patisnts and trying 1o cope with the complement of
overworked, disillusioned and disgruntled nursing and house staffs, and quality assurance
and madicu-legal liability concerns and consequences. One specific case dramatizes the
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situation for all: in Orange County, guards have been piaced at the University of California
at Irvine Medical Center to direct pregnant women who did not receive prenatal care in
one of its clinics to other hospitals. This is not because the hospital does not want to take
care of uninsured or undocumented patients. It is because the hospital 1§ sO over
capacity they cannot safely provide services to additional women. (Clipping aftached)

No singie source seams to have a satisfactory answer to these problems. The
current consensus viewpoint in our area suggests that our efforts might be most
effectively directed at infiluencing the statesvel power siructure to further liberalize the
operational policies of the California Medical Assistance Commission {the independent,
quasi-governmental body which is responsible for negotiating Medi-Cal contracts with
hospitals) toward allowing non Medi-Csl hospitals in severely impacted areas to negotiate
single-service obstetrical/neonatal contracts for the cars of pregnant Medi-Cal
bengficiaries and their newborn infants.

The basis for this position is a recent survey which revealed that in the absence of
barriers related to inadequate reimbursement levels and other Medi-Cal operational
impediments, thera exists in Los Angaies County sufficient capacity in private hospitals to
provide obstetiical services for as many as 2,000 additional patients monthly, more than
enough to maet the needs of this commurnty wall into tha twenty-first century. With the
normally anticipated growih in hospital beds and numbers of providers in various
cetegories, consistent with the projected growth in popuiation, there is no reason to
beliave that, absent the barriers which we have discussed, Los Angeles County would not
be able to mest its goals in providing adeqguate perinatal care 10 all of its needy residents.

Improvement in the cost reimbursemant levels, reduction of paperwork, maore timely
claims processing and provider payment, and less stringent authorization reguiations
would go far toward attracting providers back into the system,

At the King-Drew Medicar Center
The King-Drew Medical Center is a county hospital, part of the Los Angeles
Dapartment of Heaith Services. The Department of Obstetrics and Gynecology provides
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delivery services to over 8,000 poor women each year. it is the second largest service
in the state of California and the seventh largest in the country. Eighty percent of the
obstetric patients were Hispanic and 15% were Black in 1988. These percentages have
remained essentially unchanged for the iast 10 years. Participation in prengtal care has
seriously deteriorated since 1978. in that year, 8% of the women who dslivered at King-
Drew reported no, or had unknown, prenatal care. By 1988 this group had grown to 33%.
Significant racial and ethnic differences exist batween those who do and do not have
prenatal care, but for both Black and Hispanic women, the changes have been
remarkable. Among Black women, the percentage who have not had care has increased
from 30% to 50% in the past five years. Among Hispanic women, the percentage has
almost doubled, increasing from 15% to 27% ovaer the same period.

The significance of not receiving care can be seen in the impast on the perinatal
mortality, which are fetal and newbom lives lost. Saverty percent of the parinatal mortality
comes from the group not receiving prenatal care, as do most of the bakies that end up
in the high tech, high cost Neonatal Intensive Care Unit. | have appended several graphs
and charts describing these data in more dstail.

The reasons given by womsn in our population for not getting prenatal care are
similar 10 those described in the Institute of Medicine Report. in a survey of patients done
in 1988, 35% reported financial barriers, 25% reported transportation problems, 20%
reported child care. These thres groups of bamiers account for about 80% of those with
no or delayed prenatal care. Only about 10% reported that they did not think prenatal
cars was important, and another 10% reported other miscellaneous reasons.

Conclusions

} think that the recommendations of the Institute of Medicine report, "Prenatal Cars:
Reaching Mothers, Reaching Infants,” deserve detailed attention for guiding reform of the
matemity care system. | think that uftimately the services must be organized and
administered from the point of view of the pregnant patient.
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Eligibility determination and registration must be simple and understandable. The
administration of services shouid be plain and straightforward. Other necessary services
should be easily accassible and available, such as, other necessary medical services for
high rigk pregnancies, the Special Supplemental Food Program for Women, Infants and
Children (WIC), infant care services, educational and psychosocial support services. it is
my personal opinion that this can be accomplished in both the private and public parts
of the system.

Of extreme importance is having serious respect for the concerns of providers. This
calis for program administration with a resolve to be "user friendly," rea ting with support
to the problems of eligibility, administration and reimbursement.

I hope as a cruntry we resolve to make the fundamentat reforms that are required.
Wa can continue to de 1y the obvicus overall need by dealing with the problems on an
incrementat basis, and we may do soma good things this way. Along that path, we may
eventually reach the point where these reforms achisve a threshold level that
demonstrates that continuation in this mods is not the most effective, and that we must
take the last steps to the fundamental reform. Or, we can come to grips with the reality
of what needs to be done, what is the right thing to do, now, and take care of the
problem. Continuing to incrementally expand sligibility and coverage, even with increased
reimbursemen , is ciearly not enough. Refarm of the administration of these servicas fo
invite better p: -ticipation of providers and patients is necessary.

Finally, - medical liability crisis must be moderated. | parsonally support the
recommendatt_as in the recentlly released Institute of Medicine Repont *Medical
vrofessional Liability and the Defivery of Obstetrical Care,” This report recognizes the
increasing impact of the liability problem on the availability of obstetric care and the
impeliing need for *eforms.
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CONCLUSIONS AND RECOMMENDATIONS FROM

E

The clata and program experience reviewsd by the Cammittes reveal a maternity
care system* that is fundamentally fiawed, fragmented, and overly complex. Unlike
many European nations, the United States has no direct, straight!. wward system
for making matemity services easily accessible. Although well-insured, affluerd
women can ba ressonably cerfain of receiving appropriate health care during
pregnancy and childbirth, many women cannot share this expectation. Low-income
women, women whe are uninsured ar underinsured, teenagers, inner-city and
rural residents, certain minority groups, and other high-risk populations are likely
to expsrience signficant problems in obtaining necessary maternity services.

The committee concludes that in tha long run, the best prospects for improving use
of prenatal care-and reversing current declines-lie in reorganizing the nation's
matemity care system. Although a new system may include some elements of the
gudsting one, the C ymmittee specifically recommends against the currant practice
of making incremental ¢.1anges in programs alveady in place. Instead, it argues
for fundamental reform. Severa! ways are available for designing the specific
companents of 8 new system, but no such work should procsed until the nation's
leaders first make a commitment to enact substantial changes. A deepsr
commitment to family planning services and education should accompany
improvements in the matemity care system.

That is, the complicated network of publicly and privately financed services
through which women obtain prenatal, labor and delivery, and postpartum care.
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in the short term, the Committee urges strengthening existing systems through

which women secure prenatal services. This inciudes simultanequs actions to:

1. remove financial barriers to care;

P make curtain that basic system capacity is adequate for alil women;

3 improve the policies and practices that shape prenatal services at the
delivery site; and

4. increasa public information and education about prenatal care.

Federal leade ship of this four-part program is essential, supplemented by state

action to ensure the availability of prenatal services to all residents.

Even if all four system changes were implementsd, however, there would still be
scma women without sufficient care because of extrerne sgcial isolation, youth, fear
or denial. drug addiction, curiural factors or other reasons. For these women, there
is a clear newd for casefinding and social support to lecate and enroll them in
prenctal services and to encourage continuation in care cnce begun. These
outreach services, supplamenting a well-designed, highly accessible system of
prenatal services, can help draw the most hard-to-reach women into care.

Unfortunately, though, outreach is ¢ften undertaken without first making certain that
the basic maternity care system is accessible and rgsponsive to women's needs.
Too often, communitios organize outreach to help women over and around major
obstacles to care rather than removing the obstacles themselves. To fund outreach
in isolation and hope that it alone will accomplish major improvements in the use
of prenatal services is naive ana wasteful.

In support of this general view, the Committee makes a number of
racommendations regarding program management, evaluation, and research. The
Committee concludes that not alf programs should have to muster the funds and
expertise to conduct formal evaluation studies. For those that choose to do so,
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a higher quality of effort is needed than that exhibited by most of the programs
reviewed. With regard to research, tha Committee specifically urges that no more
research be conducted to demonstrate the importance of financial and cther
institutional barriers to care. The Commitias does, however, suggest six specific
research topics (see recommendation 14 below) and recommends that the current
practice of securing funds for services under the guise of rasearch ceass.

SPECIFIC RECOMMENDATIONS

The full report includes 14 major recommendations; most have one or more
subsidiary recommunidations not included in this brief summary.

1. We recommend that the nation adopt as a new social norm the principle that
aii pregnant women-not only the affiuent-should be provided access to
prenatal, labor and dslivery, and postpartum services appropriate to their
nead. Actions in all sectors of society, and clear leadership from the public
sector espscially, will be required for this principle to become a clear, explicit,
and widsly shared valua.

2. We recommend that the President, members of Congress, and other
nationa! Ieaders in both the public and private sectors commit themseives
openly and unequivocally to designing a new matemity care system-or
systems-dedicated to drawing all women into prenatal care and providing
them with an appropriate array of health and social services throughout
pregnancy, chiidbirth, and the postpartum period. Although a new system
might build on existing arangements, long-term solutions require
fundamental reforms, not incremental changes in existing programs.

J
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We recammend that more immediate efforts to increase participation in
prenatal care emphasize four goals: eliminating financial barriers to care,
making certain that the capacity of the maternity care system is adequate,
improving the policies and practices that shape pranatal services at the site
where they sre provided, and increasing public information about prenatal
care. {In recommendations 5 through 8, each of these four goais is
developad more fully).

We recommaend that the federal government provide increased leadership,
financial support, and incaentives to help states and communities meet the
four goals wa advocate (recommendation 3). In paratie! effort, states shouid
accept responsibility for ensuring that prenatal care is genuinely available to
all pregnant women in the state, relying on federal assistance as needsd in
meeting this responsibility.

We recommend that top priority be given to efiminating financial barriers to
prenatal care. {More specific recommendations are directed toward
Medicaid, the various federal grant programs, state and foca! heasith
departr 3nts, and private insurancs).

We recommaend that public and private leaders designing policies to draw
pregnant women into prenatal care make certain that services are plentiful
encugh in a community to enabie all women o secure appointmants within
two weeks with providers close to their homes. (Numerous methods for
achiaving this goal are suggested).

We recommend that those responsible for providing prenatal services
periodically review and reviss office or clinic proceures to make certain that
access is easy and prompt, burgaucratic requiremants minimal, and the
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atmosphere welcoming. Equally important, services sheuld be provided to
encourage women to continue care. Follow-up of missed appointments
shouid be routine, and additional social supports should be available where
needed. (Many suggestions are made to improve institutional practices at
the delivery site).

We recommend that public and private groups-govemment, foundations,
health services agencies, professional societies, and others-invest in a long-
tarm, high quality public information campaign to educats Americans about
the importance of prenatal care for heaithy mothers and infants and the need
to begin such care early in pregnancy. The campaign should carry its
message to schools, the medi., family planning and other health care
settings, social servica networks,-and places of employment. Additional
campaigns should be aimed at the groups at highast risk for insufficient
care. Whether Jirected at the ontire population or a specific subgroup,
public information cempaigns should always include specific instructions on
where lo 4o oF wham to oat! ¢n arrange for prenatal services.

We recommend that initiatives to increase use of prenatal care not rely on
casefinding and social support to correct the major financial and institutional
barriers that currently impede access. Rather, outreach should be only one
component of a well-designed, well-function:ng system and should be
targsted toward women who remain unserved despite easily accessible
services. Outreach should only be funded when it is linked to a highly
accessible system of prenatal services, or, at a minimum, when itis part of
a somprehensive plan to strengthen the system, emphasizing the four areas
previously described.

oo
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We recommend that in communities where financial and institutional barriers
have been removed, or as part of a comprehensive plan to do so, at least
five kinds of casefinding be considered for their compathility with a
program'’s goal and constraints: (a) telephcne hotline and referral services
that can make prenatal appointmsnts dunng tha initial call and can provide
assistance to callers in arranging needed matemity, health, and social
services; () tslovision and, in particular, radio spots t0 announce specific
services, coordinated with posters displayed in the mass transit systam; (¢)
sfforts t0 encourage current program participants t0 recruit additional
participants from thair friends, neighbers, and relative; (d) strong refarral ties
between pranatal programs and a variety of other systems in which pregnant
women at risk for insufficient care may be found: family planning clinics,
schools, housing programs, WIC agencies, welfare and unempioyment
offices, churches and communily service groups, shefters for the homeless,
the police and corrections systems, substance-abuse programs and
treatment centers, and other health and social service networks; and {g)
outreach workers wha canvass in carsfully defined target areas and seek
clients among well-defined target gopulations. Whatever the method used,
casefinding should be dirested toward high-risk groups and areas. This
requires that program lsaders pinpeint the sociodemographic characteristics
and geographic focations of women who obtain insufficient prenatal care.

We recommend that programs providing prenatat services ta high-risk, often
low-incoma groups include social support services to help .aainfain
participation in care and arrange for additional services as needed. Home
visiting is an important form of sorcial support and should be avaitable in
programs caring for high-risk women.
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We recommend that programs to improve participation in prenatal care
invest genercusly in planning and neads assessment. Doing so will require
¢. deeper appreciation, among funders in particular, of the time nasded for
responsible, intelligent program design and planning.  Substantial
improvaments in the use of prenatal care (or in other measures of outcome
such as low birthwsight or infant moitality) should not be expectad too soon.

We recommasnd that early in a program's course its directors decide whether
it is to be primarily a service program (with data coliected mainty to help in
program development and maonitoring) or whether 1t is also to test an idea
in the field. The latter type requires ample funding if the evaluation is to be
sound; it also requires experts in program evaluation and sophisticated
systems for data collection-rescurces that must be built into the program
from the outsset.

We recommend that in communities where financial and institutional
obstacles to care have been significantly lowsered, research be undentaken
on sevaral topics: (a) Why do somae pregnant womsn register late-or not at
all-for prenatal care, even when financial and institutional barriers are
ostansibly absent? In particular, what are the emotional and attitudinal
factors that limit participation in care? (b) How can the content of prenatal
care be revised to encourage women to seek such care early in pregnancy?
(c) What casefinding techniques are most helpful in identifying very high-
risk groups (such as fow-income multiparous teenagers) and linking them
to prenatal services? (d} What are the costs assoclated with various forms
of casefinding and social support? (e) What are the most sffective ways to
forge links between physicians in private practice and community agencies
providing the ancillary heaith and social services that high-risk women often
need? and () How is access to maternity services being affected by such
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recent developments as the decreased ability of hospitals to finance care for
indigent patients through cost shifting, the increases in corporate ownership
of hospitals, the gradual expansion of the DRG (diagnosis-related groups)
system beyond the Medicare program, and the increasing profit orientation
of the health care sector generally?
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Chairman MiLLER. Thank you very much.
Next we'll hear from Dr. Thompson.

STATEMENT OF JOYCE E. THOMPSON, CNM, DPH, FAAN. MEMBER,
PUBLIC HEALTH SERVICE EXPERT PANEL ON THE CONTENT
OF PRENATAL CARE; PRESIDENT, AMERICAN COLLEGE OF
NURSE MIDWIVES; PROFESSOR AND DIRECTOR, GRADUATE
PROGRAM IN NURSE-MIDWIFERY., UNIVERSITY OF PENNSYL-
VANIA SCHOOL OF NURSING, PHILADELPHIA, PA

Ms. THompsoN. Thank you, Mr. Chairman. My name is Joyce
Beebe Thompson. I am a certified nurse-midwife and professor and
Director of the Graduate Program in Nurse-Midwifery at the Uni-
versity of Pennsylvania School of Nursing.

I believe the main reason I was asked to testify this morning was
because I was the chair of the psychosocial content of prenatal care
on the recent Public Health Service Expert Panel on the Content
of Prenatal Care and will be giving you just a brief review of the
recommendations that pertained to psychosocial content that were
in the publication on “Caring for Our Future."”

I would like to respond very briefly to Dr. Mason earlier and to
compliment this Committee for the recommendation that prenatal
care is not a unitary construct in which medical intervention only
makes a difference. It involves a lot more than what we do in
terms of risk assessment and traditional technology in medical
intervention.

And that is why, I believe, the Expert Panel on the Content of
Prenatal Care endorsed four recommendations I'm going to talk
about very briefly.

Our directive as an expert panel was to reaffirm the science base
and the value of prenatal care. And, indeed, I do believe we did ac-
complish that. The specific focus on the psychosocial aspects of pre-
natal care led to the conclusions that I will talk akout: one, that we
need to be broad in our objectives for prenatal care, that they go
well beyond getting women into prenatal care and delivering a
healthy infant. And those oljectives need to proceed at minimum
to the first year of life of that child and that family.

Secondly, we focused on the appropriate use of both the psycho-
social risk assessment and health promotion aspects of the prenatal
care, trying to bring them into balance.

The psychosocial content that we particularly focused on dealt
with risk assessment in the areas of smoking, alcohol, and other
drug use, social support, stress levels, physical abuse and violence
in the family and in the home environment, extremes of physical
work and exercise, housing and finarn -es, exposure to chemicals in
the workplace, mental illness, and pregnancy readiness.

The interventions that we put forth, the recommendations for in-
creased psychosocial intervention are: coverage for smoking cessa-
tion programs within the context of prenatal care, referral and cov-
erage for alcohol and drug treatment programs, nutritional support
expanded to not only the availability of counseling, but the in-
creased availability of food supplenentation on the basis of need,
the use of home visits, home gealth agencies, social service refer-
rals, safe shelters, and social support, things that we often have in
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a fragmented sense, but are not often coordinated within one pre-
natal care setting.

Health promotion is of particular interest, and our recommenda-
tions were to three general categories: counseling and education
needed to promote and to support healthful behavior; general
knowledge of pregnancy and parenting, including preparation for
parenting skills; and information on proposed care, including the
ea_rly entry into prenatal care at the point at which a woman con-
ceives.

I think that probably one of the most significant recommenda-
tions of the expert panel was its statement that prenatal care must
begin prior to conception in order to make a significant impact on
the current infant mortality.

Stopping smoking, diminishing or eliminating drug abuse, avoid-
ing exposure to chemicals can only be done in their most effective
manner prior te the time a couple chooses to conceive.

I think, in summary, I will simply state that the prenatal care
services, we alsc said, needed to be expanded. They need to be ex-
panded in the areas of the psychosocial, both risk assessment and
intervention. They need to be available, and they need to be used.

And I would suggest that the use of prenatal care services, even
where they currently exist, if we were to eliminate all barriers, has
to do with the need for public education on the value of care
during pregnancy and in the process of the availability of services
which aren’t currently being used.

Dr. Davidson spoke to many of those barriers, as did the report
he referred to in terms of services that are either incomplete, long
waiting lists, or when the women actually get into the services,
they aren’t cared about.

And I think that one of the values of the expert panel’s review of
the content of prenatal care and the reaffirmation of its value is
that we need to truly care about the women who are coming for
tko wervices, which may go much beyond the traditional medical
se vices that we have given in the past.

I'd like to also take this opportunity, in summary, to support, as
Dr. Davidson did, the recent Institute of Medicine study on liability
insurance and its availability and support the recommendations in
my role as President, American College of Nurse Midwives.

Thank you.

[Prepared statement of Joyce E. Thompson follows:]

PREPARED STATEMENT OF Joyoe E. Taomeson, CNM, DPH, FAAN. MeMggeR, PusLic
Hzarti Service Exrert PanrL oN tHE ConTeENT OF PRENATAL CARE; PRESIDENT,
AmericaN Correce oF Nunmse Mipwives; ProFESSOR AND DiReCTOR, GRADUATE
ProcaraM IN Nurse-Mmwirery, UNIVERSITY OF PENNSYLVANIA ScHooL oF Nugs-
ING, PHILADRLPHIA, PA

Mr. Chairman, my name is Joyce Beebe Thompson, CNM. I am a certified nurse-
midwife, Professor and Director of the Graduate Program in Nurse-Midwifery at the
University of Pennsylvania School of Nursing in Philadelphia, Pennsylvania. I have
been in continuous nurse-midwifery practice since 1966 having worked in South
Africa, New York, and Philadelphia. I have also served in the capacity of consultant
in public health, maternal-child health, and nurse-midwifery. ] recently served as
the only nurse-midwife member of the Public Health Service Expert Panel on the
Content of Prenatal Care. The report of that Panel was given on October 2, 1983,
and much of my testimony will be based on the three years of work of that Panel
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examining the science base of specific prenatal activities. I chaired the half of the
Panel responsible for the pyschosocial content of prenatal care.

The College appreciates the interest that the Committee has shown about the
need of taking additional steps to combat infant ruiortality by improving access to
};;argntal care and other needed health care services for high-risk women and their

ies,

NURSE-MIDWIFERY

A certified nurse-midwife (CNM) is a registered nurse with advanced education in
midwifery who cares for women through their lives. This involves the provision of
care for women and their newborns not only during pregnancy, childbirth, and the
postpartum/neonatal period, but also includes family planning and gynecological
services for women of all ages. CNMs work collaboratively with physicians with
whom they consult and to whom they refer patients who develop complications that

>quire physician care,

uch of the care provided by CNMs has always been directed at the needs of
those women who have special problems in obtaining childbearing and other health
services. Nurse-midwives are especially proud of their record in caring for pregnant
women who are at risk for developing health problems because of various social
and/or economic considerations. Pregnant teens in the inner-cities, young motlers
in underserved rural areas of the country, Hispanic women in border States, native
Americans on reservations, and minorities seeking help from clinics are all clients
served by midwives in daily practice.

PRENATAL CARE AND NURSKE-MIDWIVES

The value of prenatal care in helping our nation achieve its goal of healthier chil-
dren who become preductive adults has recently been addressed in detail by the
Public Health Service Expert Panel on the Content of Prenatal Care. I would like to
address four of this Panel's recommendations and briefly discuss how nurse-mid-
wives have been and will continue to be important contributors to healthier fami-
lies. The ~commendations of interest today include: 1) Prenatal care consists of
three bas . compenents; early and continuous risk assessment, health promotion,
and medical and psychosocial intervention and follow-up; 2) To ensure the health of
the woman and the developing fetus, prenatal care needs to begin prior to concep-
tion {preconception); and 3) Prenatal care needs a renewed commitment to the pey-
chosocial dimensions of that care, maintaining a balance with traditional medical
concerns; and 4) Prenatal care must be available and used to be effective.

CONTENT OF PRENATAL CARE

For m:e!y years, the content of prenatal care defined by physicians has been heav-
ily focu on risk sssessment and medical intervention with laudable goals of
making sure both the woman and infant were healthy. During this same time,
nurse-midwives and public health nurses included much attention to the teaching
and psychosocial dimensions of the woman's pregnancy and helping her and the
family prepare for parenthood. More recently, studies about and by nurse-midwives
have reinforced the importance of sharing knowledge about pregnancy, how to stay
healthy, and how to be in control of one's total life in order to be healthier during
pregnanci.

Public heaith officials have for many years stated that personsl health habits, en-
vironments and socioeconomic status are the most important determinants of one’s
personal health. Prenatal care is an example of this truism. Health professionals
cannot eat, sleep, exercise or avoid unhealthy or toxic substances for the pregnant
woman. She must do that herself—and it takes knowledge, suiaport and motivation
to do so. Nurse-midwives are well suited to provide that knowledge in a supportive
manner and to find cut why some women cannot lead healthy lives. When recent
studies highlighted poverty as a major determinant of low birthweight infants, prior
studies of nurse-midwifery care became even more significant. Repeatedly in caring
for low income women, whether living in rural or inner<ity areas, nurse-midwives
have demonstrated that the women in their care had healthier babies, and were
healthier themselves than those women cared for by physician providers.

Corbett and Burst in South Carolins, Widhalm in New York City, and many
others found that pregnant adolescents cared for by nurse-midwives had very good
cutcomes of pregnancy, including healthy babies. Some of the reasons for these
healthy babies and women include the supportive way nurse-midwives interact with
the adolescent, the knowledge about healtgg behaviors they can share, and the ea-



93

gerness the adolescents have for attending their prenatal visits, as one noted, “Be-
cause we know the nurse-midwife cares about us!”

PRECONCEPTION CARR

In spite of many efforts to improve the health outcomes for women and their
babies in this country, many patients are net acutely aware that some activities
need to begin before conception. Smoking, alcohol and drug abuse all result in un-
healthy women and children. If these unhealthy habits are stopped before concep-
tion, healthy children can result. Transmission of venereal diseases, including HIV,
can only be avoided if the couple are disease free outcomes of pregnancy, but many
couples do not know how damaging their current lifestyles are. Preconception exam-
ination for risks for unhealthy children and counseling about healthy personal
habits will have a great impact on healthier children for our nation.

Once again, the very nature of nurse-midwifery care has emphasized these aspects
of risk assessment and health teaching for years. Nurse-midwives provide such care
during family planning contacts, well-women health care, and for school children
and church gmu;];s, when asked. We are educated as teachers as well as clinicians,
we view the family and community as our clients, and we try to support women and
couples as they make needed changes in ilicir personal habits and lifestyles. We also

to promote teamwork with sccial workers, housing projects, dentists, g}exysi-
cians and other nurses, so that the total needs of childbearing families can at-
tended to—not just those the health care system can deal with effectively.

BALANCE OF CONTENT WITH PSYCHOSOCIAL RMPHASIS

The PHS Expert Panel on the Content of prenatal care placed much emphasis on
the psychesocial dimensions of that care. These dimensions include both assessment
for risi and intervention to improve the health and well-being of women and their
infants. The Panel looked at risks for unhealthy behavior and lifestyie and recom-
mended programs of home visits, smoking cessations, and drug counseling. Panel
Members looked at risks related to poverty and suggested comprehensive, coordinat-
ed services included financial, housing, education as well as traditional medical sup-
port. We Jooked at the effects of high levels of maternal anxiety and stress and sug-
gested more study of the positive effects of building and/or supporting the networks
of friends, families and professionals for the pregnant woman and her family. The
Panel suggested screening for family violence and safe shelters »~ well as education
for parenting skills.

Once again, nurse-midwives have been on the forefront of providing these psycho-
social interventions, building a long tradition in public health nursing. As the Office
of Technology Assessment (OTA) noted in one etp its reports to Congress, CNMs pro-
vide effective and low-cost maternity care to underserved, socioeconomically high-
risk pregnant women and adolescents. And the Institute of Medicine (IOM) has rec-
ommended that more reliance be placed on nurse-midwives to increase access to pre-
natal care for hard-to-reach, often high risks groups.

ACCEBS AND USE OF PRENATAL CARE

Several studies of nurse-midwifery care during pregnancy have resulted in similar
findings related to access and women's of prenatal care services. The 1988 OTA
report noted that “Historieally, . . . CNMs have been credited with improving the
geographic distribution of care, because many of us have been willing to locate in
underserved rural and inner<ity areas. CNMs increase access to primary care in a
wide variety of nongeographic settings and for populations not adequately served by
physicians. Using CNMs rather than physicians to provide certain services would
appear to be cost-effective from a societal prospective.”

Other studies of nurse-midwifery care reinforce that women seeking family plan-
ning or prenatal and post partum care from CNMs keep their scheduled visits and
visit more frequently than those women cared for by physicians—especially the low-
income women targeted by the Expert Panel as needed more visits and enhanced
psychosocial services. Nurse-midwives have over 60 years history of providing this
type of enhanced care for low-income, poerly educated women and families—and

oing it with successful results.

Nevertheless, Mr. Chairman, important financial and other barriers to prenatal
and maternity care still remain serious impediments for serving many low-income,
high risk women and their new borns.

t is the expressed policy of the American College of Nurse-Midwives that all
Americans should have some form of comprehensive health benefit coverage, includ-
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ing adequate protection against the costs of health care needed by mothers and
their children during and after pregnancy and during early childhood as well. Obvi-
ously, we recognize that the problems of the uninsured and underinsured extend
well beyond the care needs of women and infants. But, until the needs of these
women and children are addressed, steps to effectively combat infant mortality in
America will always be impaired. Congressional efforts to expand Medicaid eligibil-
ity requirements for low-income women and children as one important require-
ments for low-income women and children as one important way to improve access
to prenatal and maternity care. We have been especially encouraged about recent
legislation that makes it possible for States to greatly enhance Medicaid eligibility
for these particularly vulnerable individuals. Nevertheless, the College believes that
other actions are also needed, if access to needed care is to be assured.

One of these steps, which was recommended by the Nationa! Commission to Pre-
vent Infant Mortality, calls for an increase in the numbers of health care providers,
willing and able to serve the needs of low-income women who are at greater than
average risk for their pregnancies. Expanded eligibility for needed care alone will
not assure that all those with the need for services before, during and after preg-

nancy can actually find providers who are able to help them.

" For example, just a few days ago, the Institute of Medicine (IOM) of the National
Academy of Sciences rele its repori on problems with the availability of obstet-
rical care in the United States stemming from malpractice litigation and liability
insurance costs. The report documents the large number of obstetricians, family
practitioners and certified nurse-midwives “leaving, or limiting, their practices in
order to avoid the threat of litigation.” The IOM report urges a variety of responses
by the States on these issues, and calls on the Federal Government to support dem-
enstratg?n projects that would test innovative appreaches to the professional liabil-
ity problem.

The College also believes that something must be done to address the adequacy of
current payment levels for services now provided to low-income and other unin-
sured individuals. For example, Mr. Chairman, many Medicaid programs have a
long histo?' of generally low payment rates for practitioner services in general, and
especially for important primary care services. One Subcommittee in the House of
Representatives that has looked in detail at this problem reports that, on average,
Medicaid payment rates are only about two-thirds of the Medicare rates for compa-
rable services. Medicare rates, of course, are frequently lower than those generally
charged by practitioners in the communities in which ti{ey practice.

Unless payment rates for services to low-income patients are reasonably related
to the costs that practitioners incur, many practitioners simply cannot afford to
cover their liability and other practice expenses. It seems to us that, if policymakers
are serious about steps to improve access, real efforts must be made to attract wider
participation by the providers who can deliver the care needed. Among the steps
required is an improvement in payments for primary care services, including the
services of physicians and nurse-midwives. Some of the practitioner payment reform
steps now being discussed by Congress for the Medicare program—if likewise ap-
plied to state Medicaid programs—could be very helpful in this area.

We appreciate your interest in our views about options for improving access to
quality health care for every American.

Chairman MiLLER. Thank you.
Dr. Poland.

STATEMENT OF MARILYN L. POLAND. PH.D. R.N.. ASSOCIATE
PROFESSOR, DEPARTMENT OF OBSTETRICS AND GYNECOLO-
GY, WAYNE STATE UNIVERSITY MEDICAL SCHOOL, DETROIT,
M1

Ms. Poranp. I would like to thank you for the chance to testify
before this Committee. I'm a nurse and an anthropologist in the
OB/GYN Department at Wayne State University.

For the pzst six years I've been conducting research related to
the high infant mortality and low birth weight rates in Detroit, a
citﬁriwith a chronic problem in this area.

y research addresses both access to prenatal care and birth
outcomes. It includes interviews of uver 1,000 poor women, evalua-
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tion of ongoing health and human service programs for pregnant
women, and the development of a paraprofessional outreach pro-
gram providing support to pregnant women and new mothers.

The research focuses or. the most disadvantaged women, who are
often under-represerted in national and statewide surveys. The
interviews we conduct use practical questions.

And the information can and has been used to develop new pro-
grams for these women, to evaluate existing ones, and to formulate
state policies which are cost-effective.

Thus, the interviews are designed to give poor women a voice in
programs and policies directed at improving their health and the
health of their babies.

It is one piece of Michigan care model designed to forge partner-
ships between public and private agencies and the consumer to ad-
dress serious health problems.

The information we have gleaned about what it is like to be poor
and pregnant cnd to seek health care in Detroit is too vast to sum-
marize here, so I will limit my remarks this morning to three
areas.

The first is the value of prenatal care to women who receive
little or no care. The second is the general fear and distrust of med-
ical professionals. And the third is the use of substandard care in
Detroit and its effects on the baby.

One of the major reasons poor women seek less than adequate
amounts of care is that they do not believe it is important. They
may not value it because of confusion about the importance of med-
ical procedures used to monitor changes of their pregnancy. Many
women do not understand why routine procedures are done.

In addition, there is disagreement between the women and medi-
cal personnel about what places a woman at increased risk of
having problems during pregnancy. Women who do not view them-
selves as being at risk for health problems are less likely to place
the same value on medical procedures and prenatal care.

While many clinics and physicians provide written information
on medical risk factors, at least 14 percent of the women in our
surveys cannot read above the sixth grade level, and many do not
understand the written information.

Health care may also seem relatively less important because of
the many ongoing problems and crises in the women's lives, such
as finding adequate housing, obtaining food, clothing, and other
basic necessities of life.

And, finally, women do not value prenatal care because we often
fail to communicate its importance by the manner in which it is
made available to the poor.

The average wait for a new appointment in Detroit is three and
a half weeks, with some women reporting waits as long as eight
weeks. Something which is important generally has a sense of ur-
gency about it.

It is not unusual for a woman who registers late for care to re-
ceive her first appointment after she has already delivered. In addi-
tion, waiting times in the clinics are long, averaging over 3 hours
to spend an average of only 12 minutes with the doctor.
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The fact that women often see a different doctor at each visit
prevents the development of a trusting relationship and discour-
ages them from asking questions.

Women may also delay or avoid care because they are afraid of
doctors and medical procedures. Much of this fear is due to a lack
of communication between a physician and a patient.

And, finally, in Detroit, walk-in centers and, to a lesser extent,
emergency rooms, have replaced the vanishing neighborhood physi-
cian as a source of prenatal care. In our surveys, 39 percent of the
women received some to all of their care at these places.

When we read the women a list of routine recommended proce-
dures for prenatal care, such as taking a blood pressure, measuring
the growth of the fetus, taking blood, and other tests, visits to
walk-in centers and ercergency rooms did not include all of these
basic procedures.

Women often told us that they were aware that the care was not
as good as that given at clinics or in a doctor's office, but that con-
venience overcame these deficits.

Some of the highest risk women were using these sources of care.
This use of substandard care has been shown in our studies to be
linked with lower birth weights.

In summary, one of the reasons women receive inadequate
amounts of prenatal care and substandard care in a large city such
as Detroit is because there are weaknesses in our system of health
care for the poor.

We are beginning to feed back information from the interviews
to those responsible for programs and policies in Michigan. We feel
strongly that if programs can be tailored to the needs of the people
they serve, they will be more effective in encouraging women to
seek prenatal care and in reducing our high infant mortality rate.

Thank you.

[Prepared statement of Marilyn L. Poland follows:]
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PREPARED STATEMENT oF Mariyn L. Porannp Puld, RN, AssociaTE PROFESSOR,
gg. Ommmm cs/GyNeEcoLoGY, WAYNE State Untversrry Mgzoican ScHool,
OIT,

1 would like to thaak you for the opportunity to testify befove thig
committee.

T am a nurse and an anthropologist on the Obstetrics faculty at Wawne State
University in Detroit, and work in a hospital that delivers 46% of all the
babies born in Detroit. For the past six years, I have conducted several
surveys of over 1,000 high risk, pregnant women and new mothers to find out
what it is like to be poor, pregnant, and to seek prenatal care in Detroit, and
1 have evaluated outreach efforts which encourage early and continuous use of
prenatal care. These studies have forused on women at greatest risk of having
a low birth weight infant in a city which has had an infant mortality rate
twice the national average for the past 20 years. Access to prenatal cara was
a major focus becaase of the relationship between receiving inadequate amounts
of prenatal care and the birth of small babies who are at greatest risk of
dying. Our research indicates that a complex set of interrelated factoers
affact the amount and guality of prenstal care a woman receives. I will limit
my remarks to three barriers to care which reflect failures within our health
care system: 1) the women's value of prenatal care, 2) their fear of doctors
and mediecal procedures, and 3) use of substandard medical care by pregnant
women who may be at the greatest risk of complications.

One ot the major reasons poor women receive little or no prenatal care is

that they do not believe it is important. This attitude derives from several
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sources. First, some women who have had several babies believe that it is
important to see a doctor often during a first pregnancy, but after that, a
woman knows how to take care of hersell. Ax oue woman explained to us, ...as
long as a woman feels healthv, the baby moves, she takes her vitamins and
delivers at a good hospital, early and continucus prenatal care is not
necessary. A second reason for not valuing prenatal care is confusion about
the importance of medical procedures used to menlitor changes over pregnancy and
to prevent complications. For example, many of the women we interviewed did
not know why they were asked to provide a urine specimen at each visit,

Several guessed that these represented repeat pregnancy tests instead of
methods to detect early kidnev problems or diabetes. More importantly, there
was disagreement between women and medical personnel on what placed a weoman st
increased risk of having problems Jduring pregnancy. When we asked doctors and
nurses what constituted high risk, they agreed that having high blood pressure,
delivering a previous baby who was low birth weight, and having more than five
babies placed a woman at added risk of future complications. When we asked the
women what constituted high risk, they agreed that hypertension was a serious
problem, but felt that not taking vitamins placed them at jeopardy. Having a
previous low birth weight infant was not seen as a risk factor because each
pregnancy was viewed as an independent event, and having more than five babies
actually reduced risk because they felt a woman's body was stretched and that
made subsequent pregnancies and birth easier and less risky. Women who do not
view themselves as beiug at risk for health problems are luss likely to value
medical procedures and prenatal care. While manv clinjes and doctors' offices
provide written information about pregnancy risks, this information is
generally written at the vighth grade level or above. In our survevs. at least
14% ot the women could not read above the sixth grade level. A third reason

that prengtal care 1s less valued is ity relative importance given the many

ERIC

BB A.170x Provided by ERic:




99

crises in the women's lives. To be verv poor mav mean living in substandard
housing: baving no transportation; being in constant f{ear from drug related
violence; not having resoutces to pav for food, clothing, furniture and
utilities; and having a sense of despair and hopelessness. Although 85% of the
pregnancies in ocur sample are unplanned, most of the women wanted to do
whatever they could to have a healthy baby. But when they are faced with a
choice between waiting for a welfare check to buy basic necessities before the
money is stolen, or *2 keep a prenatal appointment, -- prenatal care becomes
less important. And finally, women do not value prenatal care because we fail
to commmicate its importance by the manner in which care igs made available to
the poor. Something which is important has a sense of urgency about it. In
Detroit, it takes on average of more than two weeks to get an appointment at a
health department clinic, and 3-1/2 weeks at th» high risk clinic located at
our hospital. Some women reported waits as long as eight weeks. It is not
unusual for women who registered for care late in pregnancy to receive an
initial appointment past their dus date. Additionally, once the appointment
date arrives, women have long waits at the clinic. We conducted a time motion
study at one clinic and found, on average, vomen waitad 3.3 hours to spend an
average of 12 minutes witl the doctor. This does not leave time to develop a
trusting relationship or to ask quastions. The fact that women cften see a
different doctor at each visit further erodes comwunication and the value of
the visit to the woman. Our public clinics have {ncreased the number of
patients they see over recent years due to private physicians leaving the _lty
or refusing to see women on Medicaid. This has limite. the options for and
availability of prenstal care and has produced overcrowded clinics. Prenatal
care cvould not be very important if the system responds so slowly to a regquest

for an appointment and spends so little meaningful tims with its patients,
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The second reasor women delay prenatal care is fear of doctors and
procedures. (me concern some women eXpressed is that doctors order tests or
perform procedures without their conzent or understanding. Much of this fear
is Jue to 3 lack of communication betwean physician and patient. Patients said
doctors used words they did not understand or did not give them time to ask
questions. Some women were afraid to ask questions because thev did not want
Lo appear ignhorant or to guestion the doctor.

The third factor relates to the quality of prenatal care that poor women
received. In Detroit, as in many other cities, emergency rooms and walk-in
canters often serve as tha main source of medical care for low income women whe
do not have o regular source for health care. In Detroit, walk-in centers and
to a lesser extent, emergancy rooms, have replaced the vanishing neighborhood
physician as a source fer prenatal care. In our surveys, 39% of the women
received some to all of their prematal care at these places. When we read the
women & list of routine, tecommended procedures for prenatal care, such as
blood pressure recordings, arine tests, blood tests, messuring the growth of
the uterus by measuring the abdomen, and others, most visits to emergancy rooms
or wslk-in centers did not include all of these basic procedures. The women
often told us that they were aware that the care was not as good as that given
at prenatal clinics, or at a privaie physician's office, but that convenience
ovarcame these deficits. Walk-in centers do not require an appointment (258 of
women did not have a phone}, the women can bring their children and thus do not
need a baby-sitter, the centers take Medicaid, the women are "checked by a

doctor, "

waiting time is often less than 15 minutes, the doctors did not
recommend {rightening procedures and doctors often kept regular hours so women
could arrange te see the same doctor, Thus, most of the problems that women

sancountered in a busy prenatal clinic vere avoided. Scome wemen we intervicwed

used walk-in centers and prenatal clinics. One high risk mother of six, with
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hypertension, kept her appeintments at a high risk prenatal clinic when she
felt well, but visited the walk-in center when she did not feel well anough to
take the bug and wait for long periods to see the obstetrician. Preliminary
analysis of our current survey of over 600 women reveals that some of the
highest risk women are receiving sunstandard prenatal care. Although many have
told us that physicians in the walk-in centers have referred them to regular
and high risk clinics, some prefer to remain in the walk-in centers bacause of
the convenience. This use of substandard care in Detroit cannot ba dismissed
bacause our research indicates that the amount of prenatal care a woman
receives and the source of that care are both associated with birthwaight,

In summary, I have outlined three reascns why soms Jow income, pregnant
women in Detroit fail to receive adequate amcunts of quality prenatal care.
Many program and policy experts around the countt¥ have asked why some of our
highest risk women do not come in for high quality prenatal care, even when it
is available in thair communities. When one stops to consider the many
problems they face, including lack of basic necessities of life, - long waits
in a busy clinic - to gpend a few minutes with a doctor they have never seen
bafore - who uses technical terms they do not understand, - and who has to
hurry to see the next patient; perhaps the question rhould not ba “why don't
they, but "why do they?" 1 also feel that it is vital that the kind of
information in our survey is collected in other arsis of the country with high
infant mortality rates. Birth statistics are not enough. Effective programs
and policies that support efforts on behalf of mothers and infants must be
based on the values, lifestyles. and experiences of the people they hope to

resch or they will not work.
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Chairman MiLLer. Thank you very much.

I don't quite know where to begin with you, but let me start
here. With all due respect to my colleague Mr. Bliley and his dis-
cussion of their study this morning on why people didn’t use these
services, the notion about a lack of coordination emerged when he
talked to the providers of the service. I get a somewhat substantial-
ly different picture, when both of your surveys involved talking to
women about why they didn't come. We get right back to financial
barriers. We get gack to something as human as fear or misunder-
standing or non-understanding about the importance of care, or,
transportation, which are fundamental and daily problems in life
in terms of barriers.

Would you care to comment on that? I'm trying to do this deli-
cately, but I'm sure that the lack of coordination in services pro-
vides for gaps in services, but I don’t know that people think, “I'm
not going to go there because it's not a coordinated program.” They
probably say, “I'm not going to go there because I can't afford it"’
or “They’re mean to me" or, you know, “I don’t have a bus token.”

I mean, I'm trying to throw this out for discussion here. You
don't have to pick sides. Just tell me what your study said.

Ms. PoLanp. One of our conclusions, from talking with many
women and also from working with our advocates who follow these
women through the first year of the baby's life, is that if you live
ir inadequate housing in a puor area of Detroit, you must take
three buses to come into a busy coordinated clinic, and it takes you
an hour and a half to get there often in bad weather. . . .

Chairman MiLLER. You're not paid for that right?

Ms. PoLann. No, you're not paid for that, and it's a dollar each
way plus 10 cents for each token every time you transfer.

_In addition you have to find a baby sitter, and those are expen-
sive.

You have to wait three hours to see the doctor for 12 minutes.

You're not feeling badly anyway. The baby moves. You take your
vitamin pills. You register at a good clinic.

You've got to run to see your social worker because your month-
ly medicaid form has just come in and if you don't renew that
form, you'll lose your Medicaid insurance.

You're worried because your welfare check is coming in. If you're
not home to receive it, somebody else will steal it and cash it for
you.

If you're involved in all of these domestic problems where you
worry about paying the rent and paying utilities, finding food,
clothing, and shelter, then prenatal care is relatively of little im-
portance.

Chairman MiLLEr. Okay. Wait a minute. Stop right there. That's
a view from the——

Ms. PoLanp. The woman's perspective.

Chairman MiLLER [continuing] Woman's perspective, the pa-
tient's perspective.

Ms. PoLanD. Yes.

Chairman MiLLer. Then, Dr. Davidson, you're talking about a
doctor who says, “There’s screwed-up paperwork. They're not going
to pay me. They're going to challenge my decisions. They're going

i08
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to pay me partially what my tine is actually worth. And I'm not
going to participate.”

No wonder women are not getting prenatal care. I mean, we've
got ?a head-on wreck here between the two participants. Is that
fair?

Dr. Davivson. I don't think the participants themselves, the doc-
ters and the patients, are heac ' toward each other as a wreck,
They are headed toward the sys... for the wreck. And we both,
the patient and the physiciun, are both in this same vehicle headed
toward this wreck, and it's serious.

I think the fundamental problem is that we would have to make
a national commitment, not necessarily a dollar commitment, but a
resolve that any woman in this country required, deserved, and we
were better off if there was an investment in adequate health serv-
ices for her and her family.

And if that resolve were undertaken, mev of the other adminis-
trative and financial problems I think that we have, then people
along the line would be forced to deal and remove them.

Chairman MiLLER. But you can’t arrive at that decision as long
as—] mean, I'm making a statement here, not putting words in

our mouth. It seems to me you can’t arrive at that decision as
ong as you continue to have essentially a segregated system, by
age or by income or by geography or what have you. And that’s
what it seems to me we have in this country.

We just went through the catastrophic health care battle where
we're trying to provide add-ons to an underlying system that is al-
ready so expensive that any add-on becomes prohibitively expen-
sive, especially if those people have to pay for it.

So, I mean, you're talking about national health care. You're
talking about if you're sick, you're entitled to services or if you're
pregnant, you're entitled to services.

Dr. Davipson. And we do that for a large part of the population
except that that group that is presently under or uninsured. And
in a large part of this society, we do consider that health care is
necessary and it should be available, and we've made arrange-
ments for doing that.

And I just think we just have to go the final step and especially
focusing on the parts of the population that are the most vulnera-
ble in terms of pregnant women and children and the ones who are
going to provide the most in long-term contributions to this society.

I would like to make one other point. As important and as cost-
effective as prenatal services are, it seems that it has become un-
popular to include the very vital provision of preventive services
for getting pregnant in the first place in unplanned and in unopti-
mal circumstances.

There is a direct link to infant mortality and morbidity associat-
ed with women who are pregnant under unplanned circumstances
and in which caring for that pregnancy is not a high personal pri-
ority.

And it is clear that those pregnancies are going to have outcomes
that are markedly different than someone who is in a social cir-
cumstance in which they want to be pregnant and they are trying,
working on behaviors to protect that developing fetus.

R
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Family planning and other services in this country deserve and
require much more attention in this equation.

Chairman MiLLER. I agree with everything you have said, but we
are not talking about one of the great mysteries of the universe
here. In fact, I assume Dr. Poland and Dr. Thompson and you, Dr.
Davidson, have all seen successful models out there where, you
don’t have to go through this rigamarol. There are programs for
women who are pregnant that are able to inform, educate, and
change behavioral patterns and make women's self-esteem rise so
that they have a different view of the fetus and the resulting child.

We've demonstrated that time and again. We've demonstrated
time and again that we can make these systems accessible, that we
can help people through the system, and we can have successful
outcomes.

We keep giving grants to demonstrate this over and over and
over again. But somehow it doesn’'t then get translated to national
policy. Dr. Mason, the Acting Surgeon General, essentielly said
knowing all that we already know, we can reduce infant death by
25 percent.

And I'm staying away from, for a minute, the overlap of AIDS
and crack for a second. I want to get into that.

But do you agree with him? I mean, that's a fact. He made a cor-
rect statement. We know what to do. We're just now dealing with
implementation, whether or not we're going to streamline the bar-
riers from the providers’ side and whether or not we're going to
reduce the barriers from the patients’ side.

This isn't original science we're talking about, is it?

Dr. DavipsoN. That part isn’t. And, clearly, you could almost im-
mediately reduce, certainly, in one to two years with aggressive
programming that 25 percent that would respond to these kinds of
programs that we know how to deliver.

But it would be unfair and incomplete not to recognize that in
that other 75 percent, we need some more information and some
more science. And the big problem-——

Chairman MiLLER. No argument. No argument there.

Dr. Davipson. So ] just don’t as a matter of balance——

Chairman MiLLer. I don’t want that discussion to limit our hori-
zon to a population that we already know this is possible with.

No question. We spend a great deal of time in this Committee on
the rest of this population that presents some difficulties. I don'’t
know institutionally whether we have the ability to deal with them
or not.

Ms. THompsoN. I'd like to comment on that. I think that we've,
as you have said, spent a lot of money in demonstration programs
and found out that, indeed, they do work.

And we do understand some of the things that need to be done to
keep babies from dying and women from dying from a condition
that was never infended to kill them.

And I think part of the difficulty may be, in addition to lack of

olitical will to do some of these things that we know how to do,

as been precisely the demonstration projects.

They were never picked up in the mainstream of health service
delivery. And so they were lost.
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Cpairman MiLEr. We're going to let grants, 1 assume, this year
again.

Ms. TromrsoN. Right.

Chairman MILLER. Because someone is going to come in and say
that this is novel. It’s no longer novel.

Ms. TuomrsoN. So part of what I'm suggesting is a revision in
the entire structuring of prenatal care services, but also the financ-
ing of the services so that what we know how to do, especially in
the area of health promotion and psychosocial risk reduction,
smoking and drug abuse and those kinds of things, gets integrated
into the programs and get reimbursed so that it is a coordinated
program, rather than having to do it in repeated small demonstra-
tion issues around the country.

Chairman MiLLer. Well, I think—and, again, without putting
words in your mouth, I think Congressman Machtley made the
point. This Committee has listened to testimony on fetal alcohol
syndrome, where scientists and doctors and others have told us
that even severely addicted women in some instances, not in all in-
stances, in some instances, can be encouraged and, in fact, give up
alcohol during the term of pregnancy because of their sense of
well-being about the baby.

And so it’s been demonstrated. It doesn’t say we're going to have
a 100 percent guarantee, but it's been demonstrated time and again
that a little bit of education works. We used to think you could
have two glasses of wine a night and you'd be fine. Now, education
has moved us and said no wine, no nights, ever.

That can be done. And it's been done in local communities all
over. But it’s not a matter of intagrated policy within this delivery
system. That's what you're telling us.

Ms. THOMPSON. It also is not a matter totally across the system
of an integrated education of providers to add the skills that are
needed to motivate women or to help to support them as they take
on the motivation to be healthier.

And I think that we need some attention to the preparation of
our providers so that we can expand, either coordinate the services
of health educators and social service people who work with the
prenatal care providers, but at least at the very minimum to have
a commitment to a broad scope of services for prenatal care.

Chairman MiuLer. Let me raise another point, Dr. Davidson, be-
cause you've raised it several times, and, obviously, the study
raises it. And it’s worthy of much more extensive discussion.

But my father warned me never to practice law and I've taken
that direction. I am a lawyer. And if I were to pick one side or the
other, I would pick the plaintiff's side. And I would be suing doc-
tors, I guess, probably at some point down the line.

Congressman Durbin has been very interested in this, and we
have had some hearings on the extent to which this legal system is
starting to preclude access to care, certainly with respect to Medic-
aid and Medi-Cal patients in our states.

And when you talked about a drop-in delivery, where the woman
simply shows up with no history of contact with the medical
system, that doesn’t give her the right to get a bad doctor or to
have a careless procedure. it doesn’t give the system the right to
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visit you with a bad doctor, bad precedures, or less than adequate
care.

By the same token, I'm not sure that all of the problems of that
woman and that delivery should be visited upon that prrticular
physician or that medical institution if that d:livery is made, be-
cause they, essentially, have little or no control over that. And I
suspect that is why a number of these institutions are turning
these people away.

The theory would be that if we put a cap on liability or we pre-
scribed the rules, the more stringent r.ies, the basis on which you
could sue or what have you, that that would lower the premiums
that doctors would pay and that would make it more attractive.

In the study, was tKere a discussion of those trade-offs? I mean,
very often we do things that we think are going to lower insurance
premiums, and nothing happens.

And we see crises that, in fact, had nothing—we went through a
day care insurance crisis that had nothing to do with the child care
industry, had nothing to do with the risk, had nothing to do with
anything other than the economics of the industry.

ut, you know, I would be willing to consider, as one who is
greatly enamored by the plaintiffs’ bar, that if there were, in fact,
a trade-off, that would bring physicians into the delivery and into
the providing of care.

Was there a discussion of how you would structure that system?

Dr. DavipsoN. I wasn't a part of the medical liability panel, but 1
am familiar with the report and its recommendations. I think that
that panel and others who have looked at the medical liability
problem have reached the conclusion in general-—and I know this
18 difficult in a legal system constructed such as ours—that the tort
system itself is probably a very poor and inadequate approach to
dealing with disability tiat either occurs spontaneous or as a result
of medical intervention, is that that adversarial contentious system
ultimately across the board does not serve the patients who need
the benefit.

And in the current system, the vatients who are ‘disabled are
only getting a fraction of the dollars that are spent in the medical
liability enterprise.

It is very easy to see that around the medical liability issue, we
have almost developed a subsidiary parallel enterprise and, par-
ticularly, in obstetrics, having not to do with good or bad doctors or
good or bad medical care. And that's not to ignore that there are
some elements of that in this equation.

But it has to do with an independent set of forces that tend to
drive that system that is unrelated to quickly defining what is
wrong with the patient and quickly organizing resources that
would directly benefit that patient.

So most of the thinking has been that ultimately some alterna-
tive to the present tort system should be implemented to address
the medical liability problem. And I subscribe to that view, despite
the fact that some tort reform, as you have indicated, capping pre-
miums and awards, et cetera, might be helpful.

I don’t think the ultimate solution for medical disability and
events is going to be best served by the present tort system.

Chairman MirLer. Okay. Thank you.
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Congressman Machtley.

Mr. MacHTLEY. Thank you. There are approximately four million
births a year, as I understand, and I'll just go through a little nar-
rative. And then whoever would like to answer the question can
perhaps try.

I don’t have a complete grasp of how much money we're spend-
ing to try and deliver four million births a year. In the last testi-
mony, we heard that if we spent $500 million more, we might, in
fact, be able to intervene and save two billion.

If I could use the simple analogy without the correct numbers,
the question I have is: If we had $100 to spend, it is certainly possi-
ble that we could spend $90 on people who were just never going to
come in, no matter what we did and, unfortunately, spend $10 on
some of those who would benefit by counseling and who would
gladly come in, the people who if we said “We'll provide you the
services. We'll help you to get there” would show up.

How are we doing on identifying which people we can help and
where we should channel our resources, as opposed to just saying,
“Well, let’s throw $500 million more at a problem” and not know
will we, in fact, impact the birth mortality rate?

Dr. Davinson. I think that is a very good question. And the Insti-
tute of Medicine panel—and I hope that Ms. Brown also takes an
opportunity to respond—was charged to look at outreach. In other
words, what could we do just to reach the women who were not
coming into care?

And what the panel found was: You cannot address outreach in a
system that is so disjointed and inadequate that you don’t even
know what the normal participation is. You've got to have a
system that is available that is providing enough care to really
know how many women would still stay outside of that network.

So part of the information that you're asking except in select cir-
cumstances in which, you know, reasonably comprehensive and ac-
cessible care has been provided, we really don’t know.

Our feeling is that if you had a system that provided adequate
care and a culture that said that the care was necessary, then we
would probably end up with a small group of women in which in-
tensive targeted care and outreach would be necessary.

Ms. PorLanp. I'd like to reinforce that. You have asked a very im-
portant question. Qur outreach program, was a demonstration
project, and an experiment. We wanted to see if having an advo-
cate would help a woman keep prenatal appointments and have a
healthier baby. We also took a look at the clients themselves and
assigned half of the clients who entered prenatal care very late in
their pregnancies to receive advocate services.

We divided, the other half—the 25 percent who cam= in early
and 25 percent who came in about the middle of their pregnancies,
to advocates.

We found that having an advocate increased participation in pre-
natal care in all of the groups identically. They all made a signifi-
cant difference. What we missed were the women who never en-
tered the prenatal care system at all.

What we have done this vear is to change the focus of our out-
reach program. Now, the client is not just the individual woman,
but it is a community, a series of neighborhoods.
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What we're looking at now is: What is the responsibility of a
community to identify and to help women receive prenatal care?
And so our advocates are working with community groups.

They will be in grocery stores, and the checkout counters. They
will be taking a look at different ways of energizing a whole com-
munity to participate in promoting the importance of prenatal care
and also in infant care.

Ms. Brown. Could I just add another word on the vutreach topic?
The situation is something like this: About a third of the pregnant
women in the U.S. don’t get the amount of prenatal care that’s cur-
rently recommended by the obstetrical professional groups. Too
often, communities attempt to improve matters by saying, “Well,
let's send outreach workers out after them.”

But what we have found is that although outreach workers help
people over and around barriers to needed care, they are not able
to remove the barriers to start witkh.

So we have outreach workers who help women get Medicaid and
get WIC, but those programs remain chaotic. It is thus not very
helpful in the long run to fund outreach if we're not going to
repair the underlying systems that outreach workers help women
negotiate.

Mr. MacHrLEY. Okay. So now we get down to these 10,000 babies
we could save. How dc we identify these pregnant mothers? If we
know a statistic, are we doing anything at the hos ital, at the de-
livery end, to identify who are these mothers and how could we
have intervened earlier?

I mean, we're only talking nationwide 40,000 deaths a year,
which is a tragic figure, but I'm saying it's a manageable number
to do a study, as opposed to 4 million births.

Do you know if we're doing anything in that regard?

Dr. Davinson. Well, the biggest single indicator in the simplest
form of what is a risk for pregnancy 1s no or inadequate prenatal
care. That's the biggest single risk factor.

And we know, from the day-to-day experience in this country
that there are thousands of women who are not getting prenatal
care. And they are having a remarkably different and poorer preg-
nancy outcome.

So it looks like if you were going to do one thing that had the
most broad-based benefit, it is just ensure that they got into a
simple, low-cost, low-tech prenatal care, which most of them prob-
ably would need.

And then those who had identifiable risks could be picked out for
other services.

Ms. THompsoN. T think we also need to address the issue of pro-
viders being available to do that. And part of what Dr. Davidson
addressed to the liability issue hit home with the nurse-midwives
three years ago when we were in a position where we couldn’t even
purchase liability insurance, and several of the providers had to go
out of business at that point in time.

That has now been remedied. We are able to purchase that cov-
erage. But I think part of the solution in getting providers out is to
rely more and more on non-physician providers of prenatal care,
going back to public health nurses, a reeducation and reuse of
what Dr. Mason was talking about, an earlier public health system
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that actually did work, and to help bring back the good elements of
that system with nurses, nurse practitioners, nurse midwives, in
addition to the increased use of family physicians and obstetricians,
in this total t2am effort to get care to people who currently geo-
graphically don’t even have access to care.

r. MACHTLEY. ] wanted to follow up, then, on the legal system.
We have been quick to point out that there may not be a national
health policy, and we quickly point out that it may be our fault,
that, clearly, the Administration may not be leading the way.

I want to throw the spear right at us, Congress, on the failure to
take action on medical malpractice. We sit here, and we zan criti-
cize. But I have three personal friends who have now stopped deliv-
ering babies because of their malpractice irsurance costs.

There is now—I addressed a conference, and a major medical
figure spoke—no obstetrician between lower Fort Lauderdale and
Key West willing to deliver bebies. And thau'= because of solely, in
mdy opinion, malpractice insurance costs. And Congress refuses to
address it.

I'm a lawyer. Many of us are lawyers. And we all recognize the
system, but, clearly, it is devastating the number of physicians who
are willing to go into health care.

And we ought to look at ourselves, as well as the Administration,
and say: Why aren’t we standing up doing something about this
major problem, even if we just deal with obstetricians and forget
the rest of the system for the moment?

So I, for one, will stand up and say we are afraid or not deing
what I think we should do here in Congress in malpractice tort
reform because it's having a direct impact in my area and every
area of the country.

But I also think that we need to look at how we distribute our
monies. And maybe the first place to start is, if I'm hearing you
carrectly, to gather the data to find out how do we encourage some
of these mothers who would otherwise want to come into the
system, but don't.

How do we identify who they are without having to just shotgun
the money out there? And I suspect that’s where we are now, in-
creasing the costs. We at the end of the year say we didn’t reach
our target. Why not? Because we didn't know in the first instance
who these mothers were.

Thank you.

Chairman MirLer. Thank you.

On the issue of medical malpractice, there seems to be some con-
flicting evidence here. And, again, Dr. Davidson, you weren't part
of that panel, but one is the number of studies that suggest to us
right off the bat that the poor are far less likely to sue and far less
likely to get a magor judgment.

And, yet, somehow it's the poor that are being denied access be-
cause of the problems of getting inedical malpractice for obstetri-
cians and otgers‘ Well, that doesn't square with the studies if
that’s the reason.

If the studies are accurate, you would only take poor women in
and deliver the babies. You would leave the other ones out because
}:hey’re the ones that are going to sue you and get the fancy

awyer.
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Dr. Davibnson. I think you have to tease out some apparent para-
doxes, as you have identified. And it may be that the meaical li-
ability experience in obstetrics is different than general medica! li-
ability experience.

And that is to say that there 18 a special—well, first of all, the
facts are that ther :re higher awards and settlements having to
do with disabled ch:idren.

And there are probably lois of contributing factors into that
having nothing to do with mediral malpractice, per se. And I really
feel strongly about that.

It's almost as if—this is '« private non-scientific observation. It's
almost as if——

Chairman MiLLER. As opposed to ours, which are public and very
scientific.

Dr. Davipson. That's right. It's almost as if it has become a
means of insuring disabled children in which there is no other
direct way of providing economic and medial support. And that just
happens to be a social opportunity.

And I think that that's a misuse of the tort system in that regard
and that we could provide help for those individuals much more di-
rectly and much less expensively and with much less of a hazard to
the physician-patient relationship than is currently being conduct-
ed in this system.

So, on the one hand, I think there might be legal people who
might be attracted to a disabled infant as a malpractice case, al-
though the woman is poor, despite what might be the experience in
non-obstetric circumstances. I think this may represent a special
problem.

Chairman Mirer. Thank you.

Congressman Durbin.

Mr. DursinN. Thank you.

I'm sorry I had to step out in the middle of the testimony, but 1
had some constituents here to visit with.

Before 1 was eiected to Congress seven or eight years ago, my law
practice consisted not exclusively, but primarily, of medical mal-
practice. And 1 spent many years defending doctors and many
years prosecuting them. So I have seen many of these cases from
that perspective.

I don't know that that makes me particularly well-qualified to
analyze the problem. And I haven't introduced, if you'll notice, in
seven years the Dick Durbin solution to the medical malpractice
pro}i:lem in America because I don't believe it's an easy one to deal
with.

I do think that some of the proposals or recommendations that
have started to come out—the reprint from “The New England
Journal of Medicine,” which was given to me by the staff at ACOG,
I think, has some good, valid starting points.

But I would suggest to you that, strictly from a political view-
point, one of the first questions that has to be addressed and put to
rest is the role of the insurance companies in the premiums that
they are charging—to make certain that they are justifiable.

And I don’t know if that has been already discussed during the
course of this panel. But once that is resolved, in whatever direc-
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tion it is resolved, then I think we're at a point where we can then
address the crisis as it exists.

But until then there is a suspicion engendered certainly by the
lawyers that the insurance companies are making all the money in
this and that the calls for tort reform are basically to mask some
unconscionable profits being made by insurance companies.

I think, unless we can come up with some neutral group that
takes a look at it and analyzes the insurance companies, we’'ll con-
tinue to run into that brick wall as we address this problem.

Of course, I would leave it open to any comments you might
have. I'd like to just address one aspect of this whole issue which
I've looked into quite a bit in my home State of Illinois.

I don’t know what the word “psychosocial”’ means. I mean, I've
heard it said. I think I can figure out what you're driving at here.
And maybe that's what I'm about to discuss.

But, for whatever it's worth, it seems to me that there have been
some dramatic changes in attitudes that have had an impact on
infant mortality. Let me give you two examples.

An obstetrician comes to see me in my hometown of Springfield,
Illinois and says he’s about to hang up his shoes. He's not going to
do this anymore. The medical malpractice premiums are too much.
The reimbursement rate from the state, for example, for Medicaid
recipients is too low. It just isn't worth the battle any longer. He's
going to make exclusive the specialty of gynecology.

And then, almost as an aside, he said, “It was curious. When I
first came to this city 25 years ago, 1 used to take these poor
women in and treat them for nothing. I accepted it as my profes-
sional responsibility. Everybody did.” This was before Medicaid re-
imbursement.

“And now,” he says, "I have my fellow professionals who will not
treat them at all unless the level of reimbursement is high enough
to compensate them for malpractice and overhead and the like."

He said, ‘‘Boy, what a change there’s been in the last 25 years.,” I
wonder if that's just a change that can be blamed on government
or whether, in fact, it's a change in the attitude of the profession
toward their professional responsibility toward poor people? The
first question.

The second question is this: The people I speak to who deal with
the women who are having repeat pregnancies, teenage pregnan-
cies, low birth weight, complications, and the like are some of the
most discouraged people I've ever run into in my life.

They come up with some of the harshest suggestions on how to
deal with this thing, from sterilizing people to—I mean, I can’t be-
lieve that these words are coming from the mouths of the folks who
have made their life’s calling social work. But they are the ones
who are the most despondent.

And they’'ve become so despondent, I think, just by the volume of
what they had to deal with, but also by the fact that they are sens-
ing a loss of some basic maternal instincts in people, that women
are having children with little or no regard for their own health,
the child’s health, or who is going to bring that child Up.

And they are just fighting this every day, trying to convince the
mother to, “Please not dilute the formula we give you. Give it to
them the way we give it to you,” “Don’t reuse disposable diapers
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by hanging them over the shower curtain rod and letting them
dry,” things that just sound bizarre, but real-life problems.

I've given you a big psychosocial challenge here, 1 guess, but tell
me: Are these attitude changes? Do you see them? Does anybody
out here think I've got anything that’s on the mark here?

Ms. TaomrsoN. I think you've defined in a very nice way many
of the psychosocial things we are talking about.

Mr. DursiN. So that’s what it means. Okay.

Ms. THoMPSON. Part of the psychosocial is the economic status in
which people live. And sometimes it's so poor that the resources to
give to health are obviously not a priority when one is worrying
about where one is going to sleep or even if one has to sleep on the
street, as more and more pregnant women are doing these days
and being counted among the homeless.

The psychological parts of that are the attitudes in some ways
that you are talking about, the attitudes towards what does it
mean to be a responsible parent, what does it mean to make a
choice for parenting rather than to have a pregnancy as a side
effect, if you will, of sexual activity and not as a planned activity to
parent.

And I think the discouragement is certainly there among my ob-
stetrical colleagues, among my nurse-midwifery colleagues who
have, as you probably know, long traditions of working with social-
ly at risk, disadvantaged, high risk pregnant women and actually
having success to some measure in improving the health outcomes
for both the women and their infants.

I think the growing fragmentation attitude of the system that we
are working in—not the attitudes of the providers, has changed,
which is why you see the discouragement.

I think if they really wanted to give up on the whole system,
they would have just become apathetic, 2s some of our systems
have become. So I think the provider attitudes are still there.
We're still committed to caring for both the medically and the so-
cially disadvantaged women during pregnancy.

There's renewed interest in doing that. It's becoming more and
more difficult to de that. And the issue of should we go back to pro-
viding free care? If, in my nurse-midwifery practice, all I cared for
were those who couldn’t pay, I would not be in practice.

And I think that there is some balance, some need to have some
financial resources, along with the provider resources, to deal with
the issues.

1 think the societal issue of whether ¢r not responsible parenting
will ever be discussed openly is another issue. I think I would sup-
port what Dr. Davidson has said in relation to family planning and
increased emphasis ¢n helping women and men, andp not leaving
the men out any longer, to plan for pregnancies and not simply to
have them as a byproduct of our sexual activity.

Mr. Dursin. If you could figure out how to get the men into this
equation, please let me know because it’s really sad that——

Ms. THompsoN. We start in fourth and fifth grade.

Mr. Dursin. I think you're right. I really think you're right in
terms of——

Ms. THoMmpsON. And part of the providers— ~
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Chairman MILLER. Apparently] pregnancy is still a mystery to
the male part of the population or something. I don’t know.

Mr. DursIN. Well, it is. It's a mystery in terms of our policy. We
direct everything toward the women involved in this. And although
organizations like The Urban League and the others have tried
their very best to take the other side of this issue and present it,
boy, they are having a tough time of it.

And [ think you are correct in that you've got to start in the
early education and the values involved.

s. TnompsoN. The expert panel toyed with the idea of making
the recommendation that pre-conception care would start in first
grade, but we recogrized that that would not be a popular recom-
mendation, nor possible at this point, but certainly to begin prior
to the ability of young boys and young girls to conceive is a better
place to begin with our next generation of responsible parents than
after they’'ve already conceived.

Mr. DursIN. But, really, pre-conception care has to begin at con-
ception.

Chairman MiLLER. Go ahead, Dr. Davidson.

Dr. Davipson. I'm glad you're fair enough to us to recognize the
complexity of your question and the difficulty about giving it a
simple response.

I think what has happened in this country in terms of many of
the workers on the front line around the pregnancy problem is we
have, in fact, had a revolution in this country having to do with
sexual practices fcr people of all ages. It's a much more open socie-
ty in that regard.

And we have not made the kinds of adjustments in education
and services that would minimize the bad aspects of those practices
having to do with sexually transmitted disease, unwanted, un-
planned pregnancy and et cetera.

Other societies in the western world have ultimately gone
through phases that we apparently appear to be in and have ulti-
mately been more effective in terms of educating and providing
services, even to young people, to stop that series of bad events
that lead from early sexuality and untimely pregnancy.

And we are just confused as a society about doing what is right
and effective in that regard. And I thini we are going to stay hun
here until we reach another consensus about what can be done ef-
fectively in that regard.

And I think that many times health workers who see the need
are often frustrated both by what they see recurrently happening
to the ;geople they serve and also recognize that if some more ra-
tional things were being done and supported in the broader society,
that those events mai not continue to happen.

In regards to the physician attitude—and I think it’s fair to raise
that kind of question about voluntary contributions to care; I also
think that's equally complex—first of all, there are a lot of physi-
cians providing care to poor and underserved women in this coun-
ti;y tﬁiday, for which they are not getting as much credit as they
should.

I think part of the urbanization of this society and putting people
into highly impersonalized circumstances, in which there is not a
lot of immediate opportunity for person-to-person kinds of connec-
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tions and contributions in terms of that level of volunteerism, prob-
ably has affected us broadly, not only just in medicine.

And you can realize that contrast when you look at smaller and
more rural communities in which you still have that kind of par-
ticipation.

So I don’t think that it is fair to single out one professional
gx‘oup under this complex circumstance and blame them for an un-

ealthy and unfair attitude.

I think we've just really got a complex situation, and we're going
to have to look at solutions that are equal to the complexity of the
society that we are living in.

And [ just don't think we're making some of those social adjust-
ments fast enough. And we are probably doing too much tali'ing
about it and too little acting upon it.

Mr. DursiN. Thank you.

Thanks, Mr. Chairman.

Chairman Mmnier. Ms. Robinson, let me ask you a question.
You've listened to some of this discussion. What's your reaction?
Well, I guess I have two questions.

One, how do you find the people for your home visiting program?
Are these people who have already come in or are these people you
hear about by word of mouth who are pregnant?

And what's their reaction when you first visit them and first
talk to them ahiout your program?

Ms. Rosinson. We find these clients—some come into the clinics
for the first time and don't return back—referrals.

Chairman MiLLER. So someone might come in, and then they
don’t show up agein? So you're sent out to find them and ask them
why they're not coming into the program on a regular basis?

Ms. RoBinsoN. Once they come into the clinics, they fill out a
prenatal questionnaire. And sometimes they show back; sometimes
they don't, or they move around to a different clinic.

And we track these people down, and some word of mouth, social
service. We have the baby van, different organizations.

Chairman Muuier. How do you establish a bond with them, a
trust to get them to come in and take part in the services?

Ms. RosinsoN. Well, when I go out and make a home visit, usual-
ly I don’t go in talking about prenatal care. Because if you go in
and there’s a person there with no food or about to be set out, they
don’t want to hear nothing about prenatal care.

So I start where they want to start at. “Well, what is it that [
can do to help you?”

Chairman MILLER. As was pointed out by Dr. Poland, you're talk-
ing about a ﬁopulatian that has a whole other series of problems
and things that may be more important at that moment in their
life than the issue of prenatal care?

Ms. Rosinson. Yes, | am.

Chairman MiLLer. What you're telling us i3 that you're using
their other difficulties and solving some of those problems to lead
them around to a point where they’re confident in you? And then
you can get them to start thinking about prenatal care?

Ms. RosinsoN. Yes.

Chairman MiLieR. You have a very challenging job. Thank God
you're there.
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But I guess what we find out is that many of these women don’t
live with each of these problems in isolation. They all sort of arrive
at the same time or they're just part of a larger mix of difficulties
with their daily lives.

Ms. Rosinson. That's right.

Chairman MiLLer. User friendly, huh?

Thank you very much. Unless there are other questions by mem-
bers, thank you very much for your testimony and for your help. 1
think you've stimulated us to ask some additional questions down
the road here about this system. So we appreciate it.

The next panel will be made up of Dr. Wayne—excuse me. Dr.
Niles, if you would join this next panel, I would appreciate it. He is
from the Mayor's Advisory Board in Washington, DC; Dr. Wayne
Burton, who is from Chicago, Ilinois; Dr. Jennifer Howse, who is
from White Plains, New York; Dr. Joan Eberly, who is from
Benton Harbor, Michigan; Kathy Ruscitto, who is from Syracuse,
§e\a{; York, accompanied by Dr. James Miller from Syracuse, New

ork.

Welcome to the Committee. Dr. Niles, we'll start with you. We're
going to have to get you a microphone over there at that end of the
table. And, again, proceed in the manner in which you're most
comfortable.

Your written statements will be made a part of the record in
their entirety.

STATEMENT OF JOHN H. NILES, JR, M.D.. PRESIDENT-ELECT,
MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA; FORMER
CHAIRMAN, MAYOK'S ADVISORY BOARD FOR MATERNAL AND
CHILD HEALTH., WASHINGTON. DC

Dr. Nirgs. Thank you, Congressman. I'm sorry I'm late. I had to
give a lecture on carcinoma of the cervix this morning, so it's been
a busy day today.

In discussion with staff on this issue as to how 1 could participate
and help with the discussions and concerns about what we can do
for prenatal care and the issue of the non-financial barriers to care,
I'm a practicing obstetrician/gynecologist. I've been practicing
since 1971,

I've always been a Medicaid-participating physician until the 1st
of September this year. And 1 made a determination that at this
particular point in time, with my practice—1'm a solo practition-
er—that 1 would have to limit the volume of patients 1 would be
seeing in the Medicaid program.

This was a difficult decision to make, but 1 decided to continue to
gervice the patients that 1 had already been servicing as far as the
Medicaid population, but not accepting any new patients.

But with that experience, however, there are a number of things
I have found that have, I guess, developed a level of stress or frus-
tration with the system, so to speak, in terms of the non-economic
barriers that cause problems in terms of even being able to provide
care when I'm providing care.

I've sort of listed some of those things, and I'll go through them
very quickly so I can have room for the other panelists as well as
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making suggestions for what solutions 1 see. Many of them vou've
already touched on in the previous panel.

What we found in the District of Columbia—I have to speak spe-
cifically for the District of Columbia because there are other pro-
grams, Medicaid programs, that operate differently.

In the District what we have found is a difficult problem with
the Medicaid application process. The reason given for this difficul-
ty with the application process is the federal government in that
there are concerns about those individuals who are receiving Med-
icaid who should not be receiving Medicaid.

Historically, in the past, when an audit is done by the feds, as
they describe it, and determine that there are people who have
been certified who should not have been certified, a certain per-
centage of numbers—they take 100 and they find 5, and ther. they
say, “Well, this number,” and they take it back from the entire
budget at the succeeding year. And it has caused a lot of concern in
terms of eligibility.

So the application process for the recipient, who has already got
a disorganized existence to begin with—I don't know if any of you
have ever seen the application for Medicaid in the District of Co-
lsumbia, but they also are getting public assistance, WIC, Food

tamps.

The other argument, the other side of the coin, is: Well, this big
application is necessary because we need to give them other serv-
ices, not just Medicaid for medical services. They need to have all
these other things, too. And if we restrict the application process,
then they won’t get these other services.

But if you look at that, they need a proof of pregnancy. They
need rent receipts. They need a financial statement with assets and
liabilities. They need birth certificates. They need proof of residen-
cy. The documentation just goes on and on.

Many times this requires multiple visits because they are told by
one case worker they need one thing, when they get down there
they find out they need something else.

These are the stories the patients tell me. Now, I haven't gone
gé'augh the process. | have seen the application, though, and it is

ious.

What we have suggested in the past on the Mayor's Advisory
Board is that the Medicaid process for prenatal care be stream-
lined, that patients also be able to get what we call presumptive
eligibility.

The District of Columbia has not determined that they could
afford to do that. The State of Maryland has done that.

With presumptive eligibility, which the Congress has allowed the
states to do, a pragnant patient can receive services, reimbursable
services. for 45 days while her application process is being adjudi-
2ated.

If a* that point in time it is determined she is not eligible, then,
of course, she would no longer receive it. But during this time, par-
ticularly with pregnancy and prenatal care, you need to get in
early to do the things that Dr. Davidson was indicating. Prenatal
care has advantages.
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Now, a lot of the things that occur we can't control because pre-
conception counseling has not occurred, but these patients need to
get in for care.

And with the presumptive eligibility, they can get in quicker and
be certified and have care and be evaluated.

The next grobiem is failure to keep scheduled medical appoint-
ments. The biggest problem I find in my office with the Medicaid
population is keeping their appointments.

ow, it’s not that I don't Eelieve they believe that we're provid-
ing care or that the care is necessary, but if they're feeling okay, if
there's a problem with a sick child, if their ride didn’t come, there
are a namber of different barriers that just prevent them from the
visit,

So they’ll miss that ¢ ppoiniment. They don’t call for another ap-
pointment. They just don't show up or they forget their appoint-
ment or there's something else going on.

So we have a recall system in our office. And probably the thing
my staff—they call me a tyrant—feels most concerned about is I'm
always on their case about being sure the patients come in for care,
calling them back.

There's a double-edged sword there. Besides the fact that I want
to give them care and they need to come in, there's a liability situ-
ation as well if they don’t come in.

Because if there is a problem and something occurs and I've not
intervened appropriately, then it adds additional stress on my job
to try to take care of them if they have a problem.

If we don't get the chlamydia culture and they get chlamydia
and they've 1uptured a membrane at 18 weeks or 20 weeks, then it
would cause an additional problem as far as my care is concerned.

So this is getting the patients in for visits. Transportation is a
factor. Child care is a factor. How do they get the appropriate child
care? Is there a vehicle that can occur so they can get in for care
and that will not prevent them from coming in to care?

Health education. I think it is very important, again, that we try
to do as much as we can. The Advisory Board worked with WRC
TV here in Washington, which is the NBC affiliated, and developed
what’s called the Beautiful Babies project. I'm sure any of you who
have lived here for a while have seen our commercials.

And they don’t come on at 3:00 o'clock in the morning. They
come on at the regular, important times during the news. And
WRC needs a lot of credit for getting that out.

So we have been trying to bombard the population with letting
them know that it's important for prenatal care, and that needs to
continue.

Drug addiction, however. In the District we have really had some
dramatic changes. We had dropped from about 27 deaths per 1,000
live births to about 18. This was in 1983.

Then for the next 3 years - e at 19, 20, and 21. And now we've
gone to almost 30 in just o: year. And it appears to be the crack
epidﬁmtic, as far as we can see. We can’t put anything else tangible
on that.

But what the drug addiction has done, it produces further disor-
ganization to an already chaotic situation, which I've already de-
scribed. Cash that the patients may have is utilized to purchase
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drugs rather than food and basic necessities. They're not paying
their rent, being thrown in the shelters.

There's a high rate of sexually iransmitted diseases associated
with this crack epidemic. Either women or their partners are
having a lot of sex or they are using sex as a vehicle for obtaining
drugs themselves.

And we determined medically that pre-term labor can be precipi-
tated by sexually transmitted diseases, gardnerella infections. You
can have beta strep infections. You can have chlamydial infections,
which cause premature rupture to membranes. And some of the
toxins even suggest that it may cause increased uterine activity.

So that particular situation with sexually transmitted disease
has related to increased pre-term births.

Many of the births we're talking about, infant mortality—and I
don't know if it was discussed earlier—in what we studied in the
District of Columbia, over half of those births were less than two
pounds, those who died. Fifty percent of the deaths were in infants
under two pounds. So they were problems in the second trimester.

Now, some critics will say prenatal care doesn’t have any value
because most of the births or deaths occurred in this population
that you couldn’t do anything about anyway because even if they
came in for the visits, this would have occurred.

That's really not the case because if you can identify, treat these
patients, the urinary tract infections, different things, we know a
certain percentage of these are precipitated by these particular
problems. You're not going to remove all of those pre-term labors,
but you'll have a detinite impact.

Now, the use of cocaine itself is a triggering physiologic mecha-
nism for causing a patient to go into labor. So that in itself has in-
creased another risk factor which we didn't have before.

Heroin did not do that. So it was more of a sedative effect. The
babies had to be given Narcan at the time of delivery to make
them wake up, but it was not an issue of getting themr%eing born
too soon. They had low birth weight, but the lung maturity was at
a point where they could survive.

Housing is a critical issue. I just say the number of patients that
I see, they talk about the problems with housing. Besides living in
shelters that I see,—and this is something that I would say in the
last two years, I can give you three or four patients off the top of
my head who are living in shelters now who had stable home envi-
ronments, so to speak, prior to this time, people living together,
groups of people, sisters and grandmothers and two or three gen-
crations living, squeezed up together.

In Psychology 101, you know, you get a lot of rats in a cage, what
is going to happen? There’s going to be problems. There's going to
be discord.

Housing, in the Distriet, particularly, when you drive around
Washington, you see all the boarded-up homes. Qur deveiopers are
putting up brand new projects in Southwest. Yet, the boards aren't
coming off the houses. Now, I don’t know what—-~

Chairman MILLER. I'm going to ask you to summarize.

Dr. Nires. Yes.

Chairman MiLLer. I'm afraid we're going to get into a voting sit-
uation here.

L24
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Dr. NiLes. Okay. The last issue is the reduced availability of
Medicaid health care providers due to lower reimbursements of
Medicaid, excessive paperwork, delays in payment, high risk medi-
cal problems, high cost of medical malpractice.

And the last issue is job opportunity. Someone raised the issue
about males. How do males get involved? Males get involved when
they’re working and can provide a home environment and a rela-
tionship.

If they are not working or not employed, it makes a big differ-
ence in the situation. And I think that the employment issue is ex-
tremely critical here, but the black male population are 50 percent
unemployed. They turn to drugs to make a living.

I see a lot of the patients who come in with these designer bags.
Yet, they're on Medicaid. And I know they're not buying them
themselves. And this is going back to the crack situation with
having sex. The high incidence of cocaine use is related to this.

No choice, I guess. They would feel it’s no choice. I don’t feel it's
no choice, but they feel it's no choice with the economic situation.

To stop, 1 have lis*.d what I felt were some solutions in my
report in terms of some of the things you already mentioned.

The outreach services, I think, are very key and very important.
The developed situations. We had a Better Babies project, which
the Ford Foundation funded in the District, which no longer has
funding because the District government would not pick up the
cost of the program. It has demonstrated a valuable asset, but has
not occurred.

And tort reform is another key issue. Providers are not going to
continue to provide care unless there is some tort reform.

Now, the issue was raised about how this tort reform helped. We
have a tort reform bill that has been introduced by the Mayor to
the City Council.

It has been pocketed in the Judiciary Committee, who was a trial
attorney, and we don't see any real way of it coming out in the
near future. It's unfortunate. We're asking for a cap on non-eco-
nomic loss, not on economic loss, but on non-economic loss.

The question was raised that I heard in the discussion: Well, how
does tort impact? The insurance issue. Now, we have a physician-
owned insurance company in the District of Columbia because no
other commercial company would come to Washington to sell in-
surance.

So any physician who wants to come into the District from Mary-
land or Virginia pays a surtax to come into the District because of
the lack of tort reform and the large judgments.

So tort reform is critical to providers and not just providers for
women, but providers, period.

N Chairman MiLuer. Dr. Niles, I'm going to ask you to wrap it up
ere.

Dr. NiLes. Yes.

Chairman MiLLER. I'm going to lose my members quickly.

Dr. Nivrs. I'm finished. Thank you.

[Prepared statement of John H. Niles, M.D., follows:]
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PREPARED STATEMENT oF JouN H. Nigs, Jr., M.D.,, AN OBSTETRICIAN/GYNECOLOGIST

IN PrivaTr Pracrice IN WasHiNgTON, DC

THE PROBLEME  BARRIERS TO MATERNITY (ARE
© Red Tape In Medicaid Application Process

Multiple Reguests for Documentation

(1) Proof of pregnancy; (2) Rent recelipts; (3) Financlal Statament
{assets and liabilities); (4) Birth certificates; and (5) Proof of

Resldency, ete.
Transportation for Multiple Visits

Childeare

o Fallure to Keep Scheduled Medical Appointments

Childeare (No Childcare)

Must bring children to medieal vis!it or don't make the visit.
Sick children needing care at home causes cancellatlon of visits,

Transportation

Could not obtain transportation fram family or father of baby.
Have tokens through Medicaid but needs to travel to separate lccation
to plck up tokens.

0 Health Education

Not aware of the value or Ipportance of early prenatal care or
preconceptual visits.

Episodic emergency roam care for crisis situations only.

Fallure to obtain fanily planning services (patients don't always
know where to go for care).
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o Drug Addiction

Produces further disorganization to an already chaotic access
process.

Cash available utiilzed to purchase drugs rather than food and basic
necessities.

High rate of sexually traasmitted diseases which places patient at
risk for pretemm jabor.

Use of cocaine places patient at additional risk for pretemm labor.

o Housing
Patients in shelters, which further disorganizes their lives.

Living In crowded conditions with other relatives breeds unhealthy
and unsenitary living conditions.

0 Reduced Availabllity of Medicaid Healtheare Providers
Low Medicald relmbursement.

Excessive pasperwork and delsys for payment,

High risk medical problems.

High cost of malpractice coverage (see attachment for documentation).

o Bployment Opportunities
No job - no health bepefits.

-
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SOVE SCIUTIONS:  BARRIERS TO MATERNITY CARE

o

Simplification of Mxdicald application process and receipt of other
services, 1.e., WIC, food staps, ete.

Prequmptive eligibility - immediate access to payment for health care
sarvices during application review process for Medicaid. Presently
optional by states (D.C. does not participate; Maryland does participate).

Qutreach services (Better Bables - D.C; Resource Mothers - Seuth Carolina;
Mm Van - D.C.). Childcare centers; transportation vouchers; health
education (value of prematal, preconceptual and family planning services).

Adequate in-patient d treatoent facilities {must have childcare
cooponent while nother Is In residential care).

Housing - Immediate availability of low-income housing. Utilizatlon of
experienced and successful local housing developers expertise In
renovation of present housing units, public and private, not presently

occupied.

Tort reform and recent Institute of Medicine recommendations to address
the medical liability crisis.

Job training and reteation within the educational svstem, both males and
femies.

e



.

123

MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA
SURVEYS TO DOCUMENT
THE MEDICAL MALPRACTICE PROBLEM

The Medical Society of the District of Columbia has surveyed its members several
times in an attempt to assess the impact of the professional llability crisis on its
members. The results of three of these surveys are discussed below. The first survey in
August 1986 was sent to the entire active membership of the Soclety. The second
survey, November 1987, was directed towards a high risk speclaity group which has been
especially hard hit by the lUability crisis -- obstetriclans and gynecologists (OB/GYNs).
The third survey was sent to the entlre active membership of the Society in June 1989,
A survey of the Young Physicians Section of the Medical Soclety is also discussed below.

1986 District Professional Liability Survey
In August 1986, the Medical Soclety of the District of Columbia surveyed its

members in an attempt to assess the impact of the professional lability insurance crisis
on its membership. The results of the survey, culled from the responses of 1481
members, 1271 of whom then practiced in the District, provide some helpful insights.
Highlights of the survey results are detalled below. It Is important to note that
while the results of the survey are considered extremely reliable in that 1481 responses
were received from the then 2465 active and associate members, a 60% response, survey
questions were not developed by professional survey developers. Therefore, the survey is

not sclientific.

Results
Age and Type of Practice

The survey was sent to 2465 actlve and assoclate members of the Medlical Society

of the District of Columbia. 1481 persons responded, of whom 127! were practicing
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physicians in the District. Approximately 85% of the respondents were male, and less
than 23 were under 30 years of age; more than 753 were over 40. Approximately 763%
were Ina group or solo practice. Just over 33% of the respondents were in high risk
speclalties, such as anesthesiology, general surgery, otorhinolaryngology, plastic surgery,
urclogy, obstetrics and gynecology, cardiovascular/thoracic surgery, erthopedlc surgery,
and neurosurgery.

Income and Cost of Malpractice Insurance

More than half of the respondents, 51.3% , had gross incomes of less than $150,600
and only 7% had gross incomes in excess of $300,000. Only 35.1% reported annual
malpractice Insurance premiums of less than $5,000 while at least 14% reported
premiums in excess of $25,000.

The most common level of malpractice insurance coverage was $IM/83M (81
milion/$3 million which means a $1 million limit per clalm and $3 mlillion aggregate per
year} with 44.7% of the respondents indicating this level of coverage. This is the
minimum leve! of coverage required to maintain privileges at most hospitals in the
District. In light of the leve! of some recent awards, $I1M/$3M may be inadequate
coverage; however, adequate coverage may be unaffordable already for most
physicians. Five percent reported less than $1M/$3M coverage and 4.2% reported they
had no malpractice insurance coverage. (See Section 3 for indepth discussion on
Insurance).

Affect on Medical Practice

An overwhelming 72.3% reported that the malpractice insurance crisis had
affected their medical practice In several ways, Approximately 45% Indicated a change
in the traditiona! physician/patient relationship, and almost 55% said they feared
lawsuits. At least 12.0% reported discontinuing selected surgical procedures, 11.6%
certain diagnostic tests and 10.8% selected medical treatment. At least 203 reported
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refusing high risk referrals, 8.3% sald they limited new patients and 20.5% reported
reducing or eliminating Medicaid or indigent care services,

A-number of physicians reported other affects of the malpractice crisis on their
practice. For instance, 17.6% considered moving their practice out of the District, and
3.9% did move out of the District. (This survey does not cover those physicians who left
the District and thercfore already dropped Medical Soclety membership at the time of
the survey. Also the survey does not reflect the impact of new physicians who do not
come to the District to practice.) Approximately 12% considered closing their practice,
although only 2% actually discontinued practice. 7.5% decided not to take on a new
assoclate or partner.

Meore importantly, the impact of the crisis was greatest in certain specislty
areas. For (nstance, at least 13.6% of all OB/GYN physicians reported giving up
obstetrical practice, and nearly half of them reported having had a claim or suit filed
against them. Nearly 70% of all neurosurgeons have had a clalm or suit filed against
them, as had nearly 46% of all orthopedic surgeoas.

It Is not surprising that one-fifth of all physiclans reported that they have reduced
or eliminated Medicaid and Indigent care. This percentage was highest, however, among
OB/GYN physicians where nearly 442 report a reduction of services in these areas. The
potential impact of this reduction of services on Infant mortality rates in the District
should be considered.

Refused referrals were also highest in certaln high risk speclaities. More than
one-third of all CB/GYN physiclans, and more than 31% of all neurosurgeons reported
refusing referrals because of concerns about malpractice claims. More than 37% of all
neurosurgeons also refused to do certaln procedures out of concerns about malpractice
clalms,

As would be expected, the Impact on consumers can be felt in doctors' fees. At
least 72% of all respondents reported they had Increased their fees in the past three
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years, and 83% sald some or all of the increase was due to Increases In medical abiiity
insurance premiums.

1857 District OB/GYN Professionsl Lisbility Survey
In November 1987, the Medlical Society of the District of Columbia developed &
survey to assess the effects of professional liabllity crisis on its member

ohstetriclans/gynecologists. It was not a3 sclentific survey, but the results fairly
accurately reflect the concerns of these physiclans, 342 members were surveyed and 123
responded.

The results of questions asked of both cbstetriclans and gynecologists showed:

-~ Obstetricians/gynecologists are moving to a practice which
s exclugively gynecology. 25% of OB/GYNs surveyed had
gone from an OB/GYN practice to one exclusively
gynecological. Of that number, 728 made that decislon
within the last five years and over 77% stated that the
District's malpractice environment was a major facter in
their decision,

- Obstetyicians/gynecologists are leaving the District due to
the medical malprsctice environment, 153 of respondents
voluntarily stopped practicing OB/GYN in the District of
Columbia due to the District's medical malpractice
eavironment.

- Insurance companles view the District as s high-risk
Jorisdiction and surcharge for work dooe In the District. Over
44% of the OB/CYNs practicing In both the District and in at
jeast one other state responded thelr insurance company
surcharges them for work done In the District.

- Obstetriclany/gynecologists are curtalling practice at
Digtrict hospitals. Over 26% of respondents indicated they
voluntarlly curtatled practice at a District hospital during the
last two years., Almost 76% of that number indicated the
District's malpractice environment contributed to that

- The Districts medical malpractice envirooment is an
important factor in decigion to retire. 12% of respondents
were retired, with 75% of that pumber having retired In the
last three years. Almost 80% of that number stated that the

o why
Lod LY
b
.




127

District's malpractice environment contributed to thelir
decislon to retire.

The followlng answers were received by obstetricians who are currently In practice:

- Many obstetriciang will not practice in the District. Over
4% of respondents did not presently practice OB in the
District. Over 84% of that number stated that the cost of
malpractice insurance was a major factor in their decision
not to practice in the District.

~ Ohatetricians are less likoly to treat high risk or low income
patients. 32% of obstetriclans do not accept high risk
patients. 83% of the respondents do not accept District
Medicaid OB patients. Of that number, 73% stated that the
cost of malpractice lasurance was a factor in that decision.

~ Ohstetrics is a high-risk speclality. 66% of respondents
reported that at least one malpractice suit had been filed
agalinst them. Just because a st is filed agalnst a physiclan
does not mean that malpractice has occurred. However, a
malpractice suit must be defended, which costs money, time
and emotional distress.

- Obstetriclans may discontinue practice Y malpractice
premiums cootinue to rise, 98% of obstet-iclans reported
they would serfously consider discontinulug practice if
malpractice premiums were to increase up to 55%.

- Malpractice preminms contribute significantly to physicians'
foes. 97% of respondents raised fees during the past two
years and 80% of that number stated that malpractice
insurance cost was a major factor in that decision. Over 21%
responded thelr fee Increase was a 100% passthrough of
increased malpractice premiums.

- Mslprartioe insrance makes cost of delivery mare
expensive. When asked how much medical malpractice
premiums added to the cost of each delivery, the response
was as follows:

- 6% = $200-299;

~-11% = $300-399;

-~ 9% = $400-499;

- 18% = $500-599;

- 17% = $600-689;

~ 8% = $700-799;

- 6% = $800-899;

- 83 = $800-9989; and

- over 13% responded that the cost of

malpractice insurance premiums increased the

price per delivery $1,000 and above,
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1987 Young Physletung Sarvey
In September 1887, the Young Physicians Section of the Medical Soclety of the

District of Columbia surveyed its membership in order to formulate future directions.
Young physicians are defined as being under the age of 40 and/or being In practice for
five years or less.

Approximately 87 percent of those surveyed indicated they found the political and
economic climate of the District unfriendly to their medical practice. Thirty-six percent
felt so dissatisfied with the area’s climate that they would leave the District if they were
not constrained in doing so. This feellng was more evident In responses from women and
black physiclans.

At a time when District physiclans are retiring at an earller age or leaving the
District to practice. attracting voung physiclans is critical to the continuation of health
care services. The Young Physiclans survey ralses serious concemns about the District's

attractiveness to this category of physiclan.

1989 District Professional Liability Survey

In the summer of 1989, the Medical Society of the District of Columbia surveyed
its members In an attempt to update the assessment of the impact of the professional lability
insurance crises on its membership. The results of this most recent survey, to which 414
members of the Society responded, showed the following:

~ The Distriets medical malpractice environment has become
an important factor In a physiclans decision to discoatioue
practicing In thix jurisdiction. Thirty-nine percent (38%) of
the respondents to the survey Indicated that they have
considered moving their practice from the District of
Columbia because of malpractice problems and related
expenses. Four percent (43) of the respondents indicated
that they had alreadv relocated. Furthermore, of those
physiclans responding to the survey who indicated that they
pay in excoss of $30,000 per year in annual malpractice
premiums (l.e., high risk practice groups and OB/GYNs), 68%
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said that they had left or would consider leaving the District
because of the malpractice envircament.

- The physicians who would consider leaving have pmcticed tn
the District of Columhia for a significant time period. Of the
total number of responding physicians whe indicated they
would consider leaving the District of Columbia becaus: of
maipractice problems, 30% had been practicing in the
District between 10 and 15 years, and 27% had been
practicing in the District 16 to 25 years,

- The Districts medical malpractice environment is an
important factor In the decision of physiciane te discontinne
providing care for Medicaid patlents. Almost one-third of the
respondents (268%) indicated that they woulkl eliminate or
limit the rendering of care for Medicald patients because of
the costs of professional liability insurance, Thirty-nine
percent {39%) of the respondents indicated they would
ellminate or limit the provision of services to the indigent or
discontinue providing free care. Thirty-seven percent (37%)
of the respondents indicated that thev would eliminate or
limit thelr acceptance of new Medicald patients.

- The high cost of professional Hahility incurance has caused
increases in modical feex. When asted to what degree the
rise in professional liability insurance has caused them to
raise medical fees, 20% of the raspondents said the lnerease
was less than five percent; 31% of the respondents raised
their fees between five (8) and tean (10) percent: and 173 said
they raised thelr fees between eleven {11) and twenty (20)
percent.
Caonclusions
In conciusion, although it Is true that the Medical Society's surveys cannot be
called sclentific surveys, the responses of physicians who completed the questionnaires
clearly show that concern about malpractice claims and professional lability coverage
are having a8 major impact on the practice of medicine In the District, The !mpact is
greatest among certain high risk specialty groups, but the spill over affect on consumers
which is reflected In Increased fees, more tests, reduced Medicald and indigent care are

obvious.
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Chairman MiLLER. Thank you.
Dr. Burton.

STATEMENT OF WAYNE N. BURTON, M.D., VICE-PRESIDENT/COR-
PORATE MEDICAL DIRECTOR, FIRST NATIONAL BANK OF CHI-
CAGO, CHICAGO, IL

Dr. Burton. Mr. Chairman and members of the Committee——

Chairman MiLiLER. You need a microphone. You need one of the
others there.

Dr. Burton. Thank you very much for the opportunity to share
with you our longstanding efforts at the First National Bank of
Chicago to provide our employees with quality and cost-effective
health care.

We are especially proud of our pioneering efforts to provide the
March of Dimes “Babies and You'' prenatal education program for
our employees and their spouses.

Our interest in prenatal care dates back to 1982. At that time we
began to examine the potential causes of our rapidly rising health
care costs and ways in which we might manage those costs more
effectively.

We had over 10,000 employees at that time, with 60 percent
women. We learned that 15 percent of our costs of health care, paid
for by the bank’s seif-insured health plan, was related to maternity
costs. Maternity costs represented our single largest area of medi-
cal care.

We also learned that of the six most common surgical procedures
at that time, * “ere directly related to women'’s health.

Since Cesa:.. . section deliveries were our most frequent surgi-
cal procedures, we decided to obtain further data in this area. In
1984, 29 percent of all of our deliveries for our employees and their
depends were Cesarean section. Comparable statistics at that time
for the Midwest for C-section deliveries were 19 percent.

And in 1985 we employed a part-time in-house consulting female
gynecologist who was on the staff of a major university in the Chi-
cago area.,

The gynecologist utilizes space in the bank’s Medical Depart-
ment, which is convenient for our Chicago employees. The program
is voluntary and at no cost to the employee.

The gynecologist also provides counseling for planned or current
pregnancies and other health conditions, second surgical opinions,
and assistance with referrals to major university centers for em-
ployees who have so<called high risk pregnancies.

Three premature births and $200,000 later, we also realized that
we had to do something about newborn costs.

A healthy baby born by an uncomplicated vaginal delivery costs
us about $3,000. An uncomplicated Cesarean section delivery will
cost over $6,000. A low birth weight, premature baby, to so-called
high tech baby, has cost us over $100,000.

So that in early 1987, to address the problems of low birth weight
babies, we began offering the March of Dimes ‘“Babies and You”
program for our employees and their families.
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One of the our registered nurses became a skilled instructor in
the program. And today we offer a total of five one-hour lunchtime
seminars, which are repeated several times during the year.

Topics covered in the classes include the importance of prenatal
care, ABCs of healthy childbearing, nutrition, and exercise.

In 1989, to further encourage participation in the program, em-
ployees whe complete these classes by the fourth month of preg-
nancy are eligible to have waived for up to one year our $200 de-
ductibie for expenses for the newborn.

Currently we're having discussions with an obstetrician to pro-
vide on-site prenatal care for our employees.

Also this year we have expanded our efforts focused on eliminat-
ing unnecessary Cesarean section deliveries by instituting a second
surgical opinion program for non-emergency C-sections. Now, em-
ployees and their spouses who are scheduled to have a non-emer-
gency C-section need to obtain a second confirmatory opinion.

We estimate that if 100 employees participate in our prenatal
classes, the cost of waiving the $200 deductible for the first year of
the baby’s life could run at most $20,000. The cost of offering the
March of Dimes “Babies and You"” program is small.

There is minimal loss of employee productivity since the pro-
gram is presented during the lunchtime period at work. The cost of
our on-site consulting gynecologist if about $15,000 a year.

Despite these up-front costs of the incentive plan, an education
program, an on-gsite gynecologist, we stand to save lots of money.
Conservatively, if we prevent one high tech baby every f{ive years,
we can save money while enhancing care. This is a win/win situa-
tion.

In order to track the cost-effectiveness of this and other health
strategies, we installed a state-of-the-art computerized program in
1987. We're tracking these costs. Within a few yeers we anticipate
having objective data from our own program.

Our cost containment efforts, an ongoing objective, do not con-
flict with our goal of ensuring quality heslth care services for our
employees. Maternal and gynecological care is an excellent exam-
ple of how cost contain.1ent and improved quality of care can work
together.

First Chicago’s women’s health program is only one of several in-
novative programs that we have developed to better manage the
?uality and cost of health care for our employees and their fami-
ies.

Again, 1 thank the Committee for the opportunity to present
First National Bank's views. And we'd be glad to answer any ques-
tions regarding our programs.

[Prepared statement of Wayne N. Burton, M.IJ., follows:]
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Prerared Statement oF Wayne N. Burron, M.D., FACP, Vice PRESIDENT/CORPORATE
MEbroar DirgcToR, FirsT NaTioNaL Bang oF Cricaco, CHicaco, IL

Br. Chairman and menbers of the committee, thank you very much
for the opportunity to share with you the longstanding efforts
of the First National Bank of Chicago to provide ocur employees
with quality and cost-effective Women‘s Health Care. We are
especially proud of our pioneering efforts to provide the March
of Dimes “Babies and You" prenatal education program for our

employees and their spouses.

OQur interest in prenatal health and education dates back to

1982. At that time, we began to examine the potential causes of our
rapidly rising health care costs, and ways in which we might manage
those costs more effectively. The fact wa. that we had over 10,000
employees ~~ of whom 60% were female. We learned that 15% of

the cost of health care, paid for the Bank’'s self-insured medical
plan, is related to meternity costs. HKaternity costs represented

our largest and most common ares uf medical care.
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We also learned thet of the six most common surgical procedures at
that time, four were dirertly related to women‘s health. These
procedures included Cesarean section, normal delivery, laparoscopy

and Dilation and Curcttage.

§ :ce Cesarean section deliveries were our most frequent

surgical procedures, we deciqed to cobtain further data in this

area. In 1984, 29% of all deliveries for our employees and

their dependents in our plan were by Cesarean section.

Comparable statistics for the Midwest at that time for

C-section deliveries were 18% and 19%. These numbers were also being
used by a major teaching hospital in the Chicago area as a

quality assurance guideline.

There are a variety of additional health risks and medical

costs associated with & C-section delivery. Our average hospital and
surgical, for a C-section delivery in 1984 was $%6,554, nearly

double the average of $3,261 for normal vaginal deliveries.

In addition, an employee who has a C-section delivery is absent from

work about 2 weecks longer than in the case & normal vaginal delivery.
In our data analysis, we also found that 40% of employee short

term disability absence days, that is absences less than six months,

are related to pregnancy.
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In January, 1985, as a direct result of the above data analysis,
and as part of rirst Chicagoe's continuing efforts to provide
cost-effective and guality hsalth care services for our
employees, we employed a part-time, "in-house" consulting woman
gynecclogist who was on the staff of a major university teaching
hospital. The gynecologist utilizes space in the Bank‘s Medical
Department, which is conveniént for our Chicago employees.
Employees atre provided a periodic examination,

including a medical historv, bleod pressure checks, bloed

count test, breast and pelvic examinations and a Pap smear.

The program is voluntary and at no cost to the employee. The
gynecologist also provides counseling for planned or current
pregnancies and other health conditions, second surgicel
opinicns. and asSistance with referrals to major university centers

for employees who have so called "high risk"” pregnancies.

Three premature births and $200,000 later, we also realized that

we had to do something about maternity costs. A healthy baby

born by an uncomplicated vaginal delivery will cost us about

$3000. An uncomplicoated C-section delivery will cost us over

$6000. A low birth weight. premature baby. the so-called “high

tech baby" has cost us over $100,000.

In early 1987, to address the problems of low-birth weight birth, we

offered the March of pimes " Baby and You Program® to our
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employees and thelr families. One of our Registered Nurses

became a skilled instructer in the program. And today we offer a
total of five one-hour lunchtime seminars, which are repeated sevesral
times during the year. Toples covered in the courses include
A.B,C's of Healthy Childbearing, nutrition, exercise, and the

importance of proper prenatal care.

In 19689, to further encournge participation in the program,
employees, who complete it by the 4th month of pregnancy, are
eligible to have waived for up to one year our $200

deductiple for expenses for the newhorn.

Currently, we are seriously considering having a part-time, onsite
obstetrician to provide prenatal care for our emplovees. We

have already had discussions with an obstetrician who is on the
staff of a major Chicago area teaching hospital. And she is most
interested in such a program.

Also this year, we expanded our efforts focused on eliminating
unnecessary C-section deliveries by instituting a second opinion
program for non-emergency C-section deliveries. Now employees and
their spouses who are scheduled to have a non-emergency C-section,
need to obtain a second confirmatory opinion. Otherwise the
C-section will be reimbursed at the 50% level instead of the 85%

level.

“
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e estimate that if 100 people participate, the cost of waiving the
$200 deductible for the first Year of the baby's life could run
§20,000 at most. The cost of offering the March of

pimes Baby and You Program is minimal, since one of our staff
nurses is a trained instructor. It is probably less than $2000 per
year. There is minimal loss of employee productivity since the
program is precented during lunchtime, The cost of the onsite

consulting gynecologist program is about §15,000 per year.

Pespite these upfront costs of providing the

incentive plan, an education program, and an onsite consulting
gynecologist, we stand te save lots of mon:y. Conservatively, if

we prevent but one high-tech baby every five years we will have saved

money while providing enhanced care. This is & win/win situation.

In order to track the cost-effectiveness of this and other health
strategies, we installed a state-of-the-art computer system in
1887. The system tracks health care and disability costs as

well as wellness Program participation. Within a few vears we
anticipate collecting objective data on the impact vf our Prenatal

program on health care costs and disability time off work.

our cost containment efforts. an ongeing objective,

do not conflict with our goal of ensuring quality health care
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services for our employees. Maternal and gynecological care is an
excellent exasple of how cost containment and improved gquality

of care can work together. As part of our consulting
gynecologist’s services, we have been able to provide guality

and cost-effective, periodic gynecoleogic examinations for our
empleoyees.

First Chicagofs Women's Health program is only one of geveral
innovative programs that we have developed to better manage the

quality and cost of our health care costs.
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Chairman MiLLER. Thank you.
Dr. Howse.

STATEMENT OF JENNIFER L. HOWSE. PH.D.. PRESIDENT-DESIG-
NATE, MARCH OF DIMES BIRTH DEFECTS FOUNDATION, WHITE
PLAINS, NY

Ms., Howse. I'll be necessarily brief. You've heard a lot of testi-
mony this morning about various kinds of barriers to prenatal
care. Those have been documented amply in a body of reports, in-
cluding the Institute of Medicine report in 1988.

I'll comment today just on the March of Dimes and a particular
project organized around institutional barriers to prenatal care.
The focus of the project gets to the point which you've also heard,
which is: How clients are treated in the service situation matters a
great deal as to pregnancy outcome and as to whether or not
women are going to continue to come back for care in that setting.

The March of Dimes involvement in this program is in the con-
text of our campaign for healthier babies. The prototype for this
project was developed in New York City March of Dimes in 1987

The “‘Babies and You” project that you heard described earlier is
one component. Another comporent is our hospital project. And
the purpose of the hospital project was to identify various kinds of
barriers to prenatal care but, more importantly, to survey hospi-
tals, to survey women right after delivery, and to bring together
the administrators and service providers in the hospital settings to
identify initiatives that were in place to address particular prob-
ems.

And for every organizational barrier that we found in the litera-
ture and that we found identified in hospitals in New York City,
there was, at least in every hospital, one innovation, one initiative
that could overcome that barrier in that one particular setting.

Various examples are included in my testimony. I want to em-
phasize again the importance of not only surveying the hospital,
but also talking with women who have just gone through prenatal
care and delivery in order to understand the nature of the barrier
from both sides of the fence, so to speak.

After identifying these innovations, we published a series of
monographs that talk about the innovations and how they are im-
plemented. We've also sought support to carry these innovations to
cétiger hospitals in New York City and are in the process of so

oing.

These innovations are nothing new. They're things that you
heard this morning and that you've read in other places. Immedi-
ate pregnancy testing, expanded clinic hours, time appointment to
replace this block appointment business where you have to come
and wait a whole morning to get into care, free public transporta-
tion, better continuity of vare, more bilingual staff, staff rccogni-
tion programs, and the like.

We're now involved in the replication phase of the hospital
project. We're doing it in a number of ways, including citywide con-
ferences for hospital personnel to feature one or two innovations,
have the hospital come forward that successfully implemented the
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innovation, and use that as a method of sharing successful tech-
niques.

In addition to the conferences, we've also instituted a number of -
March of Dimes award programs so we can catch hospitals being
good, so to speak, and to reward innovation where it exists.

We've also worked successfully with the New York State Devel-
opmental Disabilities Council so that public money is now being
used in upstate New York to replicate the hospital project.

And I think more importantly than that all of our 130 March of
Dimes chapters in communities across this country are in the proc-
ess now of undertaking replication of the entire campaign for
healthier babies.

And we're looking for a variety of hospital partnerships in local
communities with the March of Dimes precisely to identify these
kinds of innovations and initiatives that make prenatal care more
user friendly.

We do look upon this, I'll adopt some text from Assistant Secre-
tary Mason. We do look upon this as a crusade as well, and we also
look upon it as a long-term problem.

If we didn’t meet goals in 1990, we're going to have to do some-
thing different in order to meet goals by the year 2000.

In closing, I believe that the federal government can continue to
play an important role in reducing the organizational barriers by
continuing to expand coverage for uninsured pregnant women,
using financial incentives to make prenatal care more user friend-
ly, and to recognize innovative programs and to encourage their
replication.

Thank you.

{Prepared statement of Jennifer L. Howse, Ph.D., follows:]
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PREPARED STATEMENT oF JENNIFER L. Howse, Pu.D., Presiment DEsioNATE, MARCH
orF Dimis Birte DEFrcTs FounpatioN, WHITE PLains, NY

Good morning, Mr. Chairman and members of the Committee. 1 am Jennifer
Howse, president-desigmate of the March of Dimes Birth Defects Foundation.

Thank you for the opportunity to comment on reducing barriers to prenatal care.

In 1988, the Institute of Medicine issued & report that very clearly identifies
the barriers that are preventing pregnant women from getting care -- financial,
supply, and organizational barrlers. The House of Representatives has already
taken commendable action to help reduce some of the financial barriers by
expanding Medicaid to cover prenatal care for women with incomes up to 185
percent of the poverty level, and by encouraging presumptive Medicaid eligibility
for women seeking prenatal care. The March of Dimes hopes the Senate will take
commparable action before the end of this session.

I want to talk with you today about organizational barriers. The Institute

of Medicine, in its report, found "very persuasive datas that institutional
modification can improve participation in prenatal care substantially” and
undersrored "the importance of how clients are treated, what the clinic or office
procedures are, and what the atmosphere of the setting is."

The March Dimes in its Campaign for Healthier Babies has found a great deal
of empirical and anecdotal evidence to confirm the Institute's findings, and has
identified numerous model programs where institutional changes have indeed
resulted in improved participation in prenatal care.

The Campaign for Healthier Babies was first developed by the March of Dimes
in New York City in 1987. As part of this program, we surveyed 38 of the city's
43 hospitals that offer obstetrical services. The purpose of the survey was to
identify innovations in maternity care and develop strategies for replicating their

success in other settings.
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For most of the institutional barriers to prenatal care identified in the
literature, we found an initistive to address the problem in at least one hospital
in New York City. St Vincent's Hospital and Medieal Center, for example, has a
satellite clinie in Chinatown that is open on Saturdays. They've expanded their
hours, and they stagper appointments every 1§ minutes to reduce waiting time.

St. Vincent's has also hired two bilingual midwives -- one Spanish and
one Chinese, and developed educational materials in four languages. Better
continuity of care Is provided through a patient tracking system that ensures
patients see the same midwife ench time they come in.

St. Luke's Roasevelt Hospital distributes subway tokens to
all prenatal clinic patients. Woodhull Hospital Center offers on-site childeare for
patients. And Lutheran Medical Center offers "quick pregnancy testing,” with
immediate results. If a woman tests positive, she can receive her first prenatal
examination the same day.

In addition to identifying organizational innovations, the March of Dimes
New York City Hospital Project also focused on patient's perceptions through in-
depth, post-partum surveys at two hospitals. Interestingly, the most basic and
far-reaching problem at the two institutions we studied is drugs. The post-partum
surveys fuund powerful correlations between women who recaive late or no prenatal
care and drug use.

We also assessed barriers from the provider's point of view through a
series of focus groups with health professionals and staff. Both the survey and
focus groups have proven extremely valuable to the hospitals as an empirical
source of information on prenatal barriers, and a number of new approaches have

been implemented as a result.
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The March of Dimes believes patient surveys are a valuable too! for

identifying barriers to care at individual institutions. This approach can be

applied at any hospital or clinic, and we hope more institutions with obstetrical

services will follow a similar process and evaluate their maternity care services

from the patient's point of view.

Based on hoth the hospital innovations survey and the patient survey, the

March of Dimes published monegraphs on financial and institutional barriers to

care.

These were widely distributed to hospitals, clinics, and the medis, and are

available from the March of Dimes to anyone who is interested. Our monograph on

institutional barriers recommended that New York City hospitals consider changing

their clinic practices to provide the following:

.

2.

3).

4).

5).

8).
.

Same Day Services -- particularly immedlate pregnancy testing for walk-in
patients, with prompt follow-up to schedule a prenstal care visit.
Expanded Clinic Hours -- to accommodate the many women whe find it
difficult to schedule visits during business hours.

Timed Appointments -~ to replace session or "black® scheduling and reduce
waiting time.

Froe Public Transpertation -- by distributing ..bway tokens or providing
van gervice to Medicaid and state-funded patients.

Raetter Continuity of Care -- 1o foster ongoing relationships between patients
and providers.

More Bilingual Staff -- to better meet the needs of ethnic populations.
Staff Recognition Programs -~ to improve morale and motivation among clinic
staff.
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Having identified the barriers to care as well es innovative solutions, our
objective now is to encourage replication at other institutions. One way we've
sought to do this is through a New York City Hospital Awards Luncheon at which
we recognize institutions that are taking steps to make prenatal care more "user-
friendly."®

Through a grant from the United Hospital Fund, we've also hired an
extensfon agent to work directly with New York City hospitals in developing
innovative programs. And we are holding a series of conferences in the city to
educate providers about new approaches to prenatal care services.

The first of these was held last week on the benefits of combining fast-
tracking of Medicald applications, in which the clinic files for Medicaid on behalf
of the patient, with presumptive eligibility, which hegins in January. The
conference drew more than 150 people from 43 New York hospitals.

The New York State Developmental wmsabilities Council is also piloting a
replication program in towns and cities in upstate New York. Andg the March of
Dimes is to replicating the New York City Campaign tor Healthier Babies on a
national hasis beginning next year. While the Campaign in each area will be
designed around local maternal and child health needs, we hope many of our 130
chapters will forge partnerships with hospitals and work with them to reduce
organizational barrfers to prenatal care.

The federal government can play an important role in reducing organizational
harriers to care by continuing to expand coverage for uninsured pregnant women;
by using maternity care financing legislation to create incentives for hospitals to
make prenatal care more user~friendly; and by using its considerable influence

to recognize innovative programs and encourage thelr replication.
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1 would urge the Congress and the Administration to pay special attention to
funding for specialized proprems to help substance-abusing pregnant women.
Crack apd cocaino use hy pregnant women Is rising rapidly, and there is a direct
relationship betwoen drug abuse and low birthweight. Funds applied to this
problom not only benefit the woman, but may save her baby from starting life
critically {1l, with a lengthy hospital stay and thousands of dollars in Medicaid
costs.

Thank you.
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Chairman MiLLEr. Thank you very much.
Dr. Eberly.

STATEMENT OF JOAN EBERLY, R.N., M.P.H., DIRECTOR OF PER-
SONAL HEALTH SERVICES, BERRIEN COUNTY HEALTH DE.
PARTMENT, BENTON HARBOR, MI

Ms. EBerrLy. I'm Joan Eberly. I'm from Berrien County, Michi-
gan. I'm across the state from Detroit, Wayne County. We're out-
state. That refers 1~ everybody who isn't Wayne County or Detroit.

I have been asked to come here and talk about the program that
we had some years ago where we combined former categorical pro-
grams intc one service. I will speak to four points: the advantages
of coordinating services, the benefits that we encountered, and the
obstacles we encountered, and the current problems we have today,
a few of those in program administration at the local level.

The advantages of coordinating the service are that we were ap-
proached in 1977 to combine the former categorical—or they still
are categorical—programs of WIC, Women, Infants, and Children,
which is a nutritional supplemental program, through the Depart-
ment of Agriculture; MIC, Maternal and Irfant Care, which is pri-
marily funded through MCH block grants; Family Planning, which
is primarily Title X funding; and EPSDT, which is the Medicaid
program for recipients under 21, the preventive program, and that
1s funded from Welfare.

The significant features of our family health project model were
a single plan, a singie budget, single fiscal year, one reporting
system, leveling of eligibility, and integrating the staff.

We were charged to do all this to provide a single program that
could provide comprehensive care retaining high quality and reduc-
ing the cost.

We implemented our program in January 1979. The benefits we
experienced were: Staff was cross-trained, and they moved across
program boundaries with the clients.

The clients liked it better. They had a friend going with them.
They didn’t encounter new staff and new programs. These services
were directed toward family needs. There was greater participation
in our services.

Duplication of health care services occurred less frequently. We
did reduce the number of client visits. The prenatal patient got her
WIC coupons during her prenatal visit. Also at her postpartum

18it, the exam there became the initial exam in family planning,
and she was given whatever her contraceptive choice was.

There was a higher frequency and more integrated referrals. The
siaft’ was happier. They had more variety in their jobs. We had a
single agreement to go to the Board of Health and Board of Com-
missioners for approval.

And our cost etficiency was improved. We were oue of two exper-
imental counties, and there were two control counties. There was
an evaluation by an outside agency after three vears of service.

The obste:les we encountered: Administrative functions re-
mained categorical. Funds were accounted for categorically. We did
have one budget, but only after the four categoricals were rolled up
into that budget.

LGl
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Federal waivers to level eligibility requirements were not grant-
ed. Data remained strictly categorical. Particularly at the Michigan
Department of Public Health, staff attitudes and turf issues led to
a lack of commitment by most of the staff there.

Jeff Taylor, who had asked us to get into this program, was
really, from our perspective, our only advocate.

The Department of Social Services continued to object to having
their fundi t‘%},I)Mﬁxiicaid funding, going to supvort any cther pro-
gram, even though all the other programs were supporting EPSDT.

There was a shake-up at the state Health Department in 1985.
Jeff was transferved to another bureau, and that abruptly ended
our experiment.

I have been asked to relate to infant mortality as it related to
our programs. I don’t know whether you can see this graph, but it
is included in tie handouts that I have included in the materials.

This is a perinatal chart of perinatal deaths. And this is from
1970 throu%? 1987. And, as you can see, we started our program in
1972, our MIC prorram. We did take a drop, and we remained
lower than the state average, even though our clients are all of
those at risk that you've heard so much about. We feel that we
really were able to do something about having babies born okay.

The perinatal period goes from the period 21 weeks gestation
until 1 week after birth.

Now here’s our infant mortality. As you can see, we didn’t fare
as well. A lot more was happening to those kids after they were
born, which really indicates that we need more support for mothers
and families and babies after the prenatal period.

I do want to comment that in 1983 our infant mortality in
Benton Harbor, not Berrien County—Berrien County was 16.2—
Benton Harbor, was 41.9, which exceeds my friend’s statistics over
here. That's deplorable.

Of course, we have smaller number. So when you have smaller
numbers, they can effect a jump much more quickly.

We have been receiving infant mortality iritiative funds, but
they come to us with strings attached: specific populations or the
money must be spent only in a specific way.

What happened to us a year a§0 was very traumatic. On October
the 18th my health officer and I were in Lansing to receive from
the state Health Department the instructions for the current fiscal
vear. We were already 1B days into that fiscal year.

What we found out was they took our MIC grant, Maternal and.
Infant Care. And they took over half of those funds and put it over
into a budget column entitled “Enrollment and Coordination.”

We were pmceedin% with our staff in that grant as if it was con-
tinuation. And we had to move bodies quick. And the thing that we
did, we dropped infant. We dropped our infant care program, which
handled children up to five years of age.

The state was able to double their prenatal funds from the gov-
ernment, but those funds came saying that you can’t use those
funds for direct patient care. And that's what we were doing.

I think I've exceeded my time. I would like to say something
about AIDS, and maybe you’ll ask us about that later. I've been

- practicing to get it in five minutes, and I don't think I managed.

[Prepared statement of Joan Eberly follows:]
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PREPARED STATEMENT OF JOAN EBRRLY, R.N., M.P.H., DIRECTOR OF PERSONAL
HeaLth Services, Berrien County HEALTH DEPARTMENT, BENTON Harsor, MI

I DUCTI

Berrien County is located in the extreme southwest corner of
Michigan, Dordered by Lake Michigan to the west and Indiana *o
the south. The County's strategic location aleng Lake
Michigan between Datroit and Chicago 4s the juncture of major
federal highway systeme. The metro county of Berrien consists
of 39 municipalities, 22 townships, 8 cities and 9§ villages,
the principal cities of Benton Harbor and St. Jogseph, employ a
Mayor/Commissioner, City HManager form of government. The

third, Niles, has & ocity council/administrator form of
governmant.

The county has oXperienced a decline {n population frcm the
1980 census 171,276 to 163,600 primarily due to employers
closing their manufacturing plants and one moving theiyr
adminigtrative headquarters to¢ other states. A  major
accomplishment was realized in January 1986 when Banton Harbor
was officially established as a Pilot State Enterprise Zeone.
The designation is designed to infuse {nvestment capital in
the city through tax breaks and other incentives.

§ Lo s>

L0



148

Barrien County's gently rolling topography rises to 200 €eat
above the 1ovel of Lake ¥ichigan on high bluféx, There is an
abundance of farms, weods and inland lakes. The largest
non-citrus cash-to-grower market in the world, and humerous
food storage and processing plants are eovidence of the
importance of agriculture to the Southwostern Michigan area.
Historicslly agriculture has heen a major contributing factor
to the 1local economy, adding to its diversification. The 184
day growing season with i{ts ideal temperatures and humidity
along with the moderating effect of Lake Michigan make this
possible. The orchards and vineyards attract thousands to the

ATea SVery Year.

Tourimm is now one of the major oconomic factors.
Recreational opportunities abound 4in Southwestern Nichigan.
From snow to water skiing, boating, ice fishing, swimming,
snowmodiling or maybe hang-gliding. The araa boasts 50 parks,
4 playgrounds and 14 pudblic beaches and parks along the 42
miles of Lake Michigan shoreline. The St. Joseph River,
Michigan's 2nd longest, affords 23 miles of navigable waters
with 16 access points in Berrien County. The legendarxy 30 1b.
chincok Salmon is & reality here in the bdig pond (Lake
Michigan) along with abundant Coho Salmon, Lake Trout, Brown
Trout, Perch and Stoelhead. Barrien County has nearly 2,000
acxreg of recreational land.
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The St. Joseph River separates the two major cities of
St. Joseph and Benton Hardor. It separates the wealthiest
csoemmunity from the poorast; per capita income -~ St. Joseph =
$13,996.; Benton Harbor =~ $5,314. (1986). A Department of
Commerce "Need Index Ranking®™ ranked Bonton Haxbor #1 of 1,601
Michigan communities in 1982, This is the site of our main
health dopartment facility.
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 § am‘herc to talg to you about our Family Health Program (note
the brochure in your packet) which began in 1379. I speak to
you from the parspective of a local health department about
ocur experience in coordinating services that ars usually
delivered on an indepondent basis and in seme situations they
atand alone.

In late 1977 Dr. Jeffery Taylor, Materdal and Infant Chief of
the Michigan Department of Public Health, gave us the
opportunity to be one of two lecal agencies to implement the
Family Health Project Nodel, which grew out of two of his
prior reseaxch projects. They had identified veaknesses in
traditioral, ocategorical programs £or serving low income
mothers and ochildren. Ths Family Health Project Model called
for an integration of four categorical programs ‘_§§$,Z« Women,
Infants and Children. NIG - Maternal and Infant Care, FR -
‘!Aﬁilym?1anning and ggéég - Barly Periodic Screening Diagnosis
aﬁd Treatment - Ainte a single multi-sexrvice program.
significant features of ths model included: single plan,
single Mudget, one fiscal year, unifisd reporting system,
generalired consultant from Michigan Department of Publie
Health, 1leveling of eligibility, integrated clinic and
cross~trained staff, 1In short, the intention was to create &
singla program which could provide comprehensive, high quality

health care at low cost.

1
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Cne of the main disadvantages with categorical programs has
been that by focusing on & single, woll-defined health
problem, there iz the potential for missing broadexr health
issues. In their most striot form, ocategorical programs
ignora tho exiatence of all other sexrvices in both day to day
operation and long-term planning. This happens in spite of
the fact that they often serve the same paople and provide
similar, potentially ianterxelated, services. Staff from one
program cannot assiat in anothex progranm, despite periodic
changes in workload; there may be a duplication of services
when & perscn 48 a participant Iin mora than one program;
financial eligibility may vary so that individuals who qualify
for one program may not gualify for anothar; and there 3i»
often a duplication in reporting when two or more programa
need the same information.

We had experisnced many of the above disadvantages as we
implomented Fanily Planning, MIC, EPSDT and WIC during the
early 70's. We began our Family Planning Program in 1969, As
with any start-up program, there was down time. We became
involved i{n prenatal care {n the early 1370's Dbecause many
POOX women were unable (o find physiclans who would accapt
them into their practice. At this time, the Family Plamning
Program was in its' formative stage; thus, the staff were not
fully utiliged for family planning services so the hoalth
department chose to use this rasource
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to respond to another publie health need -~ prenatal care for
poar women. Region V family planning officials objected
strongly to this course of action and disallowed further use
of family planning staff for prenatal care. An appesal was
made to the MNichigan Department of Public Health for funding
to provide prenatal cars. A amall grant was made available 4n
the late apring of 1972, and was followed in December of 1972
by a maternal grant for comprehensive pronatal care which
included nutritien, social and hoalth education gservices, as
woll az tho traditional medical and nursing sorvices. The
infant componeat of our Maternal And Infant Program was funded
during 1974. OQux EPFSDT Program began in the Spring of 1973
and WIC began in the Spring of 1975. Our programs vwore
delivered categorically and were serving many ¢f the pame
individuals and exporiencing the dup’ication of afforts. 1In
an effort to addresa those problems, the MNaternal and Infant
Care Division of the Michigan Dapartment of Public Health
chose two county health departments in Michigan to undertake
this project: one was Berrien, the other was Muskegon. Xent
and Saginaw Countias agreed to serve as the control counties,
meaning that they would keep their programs as categoricsl,
and bes used for comparison when *ha PFamily Health Program
experirent was evaluated.

o
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In creating the Pamily Health Program, it was hoped that this
integrated approach would more eoffectively and efficiently
meat the health care needs of the families in Berrien County.
The goal of the program was to deliver comprchansive health
cara sexrvices in a way which treats tho family as a whole and
not as f£ragmentad parts. Roforrals were often made to
appropriate services within the Family Health Program, and
ataff crossed program Dboundaries with clients to insure
continuity of care. The Family Health Program also integrated
with other health department and community services that both
the staff and ¢the family £elt could address their health
noeds, Staff working imn the program included nurse
practitioners, registored nurses, physicians, nutritionists,
smocial workexs, a health educator, laboratory technicians,
vision and hearing technicians and clerks. We used the team
approach 4n all mrogram.

We spont over a year in preparation - crosg-training staff,
developing a single form where possidle, i.s. intake form,
dovaleping the process of r;dneing client visits to meet their
total health needs. wWhile our sexvices were largely designed
for mothers, infants and children, wo welcomed fathers and
significant others and included them in our care plans and
educational sessions. In January of 1979, both counties
implemonted this new program. To describe our basice services,
I am using a report that was written late {n 1983 <¢hat also
includes the evaluation of the Family Health Program.
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BASIC SERVICES OF FAMILY HRALTH PROGRAM

Prenatal

The Prenatal program provides comprehensive prenatal care to
low income women who have at least one maternal high rizk
factor. A woman is considered to be high rigk if she has, or
is likely to have, conditions assogiated with ohildbearing
which increase the hazards to the mother or baby. Components
of the program include medical care, sccial work counseling,

nutrition counseling, education and snvironmental assessment.

The dellivexy of a healthy infant by a healthy mother is the
overxiding goal of the Prenatal program. This 4is often
measurad in torms of the perinatal death rats, which is the
number of infant deaths from the 20th week of pregnancy to the
seventh day of 1life per 1,000 bhirths, In 1983, Berrien
County's perinatal death rate was 12.94, compared to 13.53 for
the State of MNichigan. Although the health department dces
not give prenatal care ¢¢ all the women in Berrien (County, it
is hoped that the provision of comprehensive services to high
risk women contributes to the county's lower rate. In 1983,
529 women received prenatal care through Family Health Program
and thaere were 337 deliverias. Prenatal zervices are offesred
at ths health departmont's Benton Harbor office and also at
Barrien Coneral Hospital.
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In September of 1983, a Teen Prenatal Clinic was staxted to
meet the spocial nceds of pregnant tosnagers. Last year in
Michigan, birtha to teenagerz 19 and youngear accounted $or
nearly 13% of all births, In Berrien County, clese to 20% of
all births were to teoenagers. This statistic clearly points

out that adolescent pregnancy {n our county is an izsue¢ which
must be addressed.

Tho Teen Prenatal Clinic ig held 4in the late aftornoon so
there i3 no need for a disruption of soheool during the day,
and patients arc seen more often since they are at higher
risk. The education component is geared towards the specific
neads of teenz, and the follow~up on the patients iz more
intenss. from September 1, 1883 to August 8, 1984, 111 teens
woxe given care through the toen clinic and there were 60
deldiverios.

Another program that 4is relatively new {s tha Parenting and
Infant Care claas - a hesalth class for pregnant tesns at
Benton Harbor High Schoel. This w.¥ started in January of
1983, and thus far 60 students have participated. The health
department s contracted dy the Benton Harbor aschool system te
provide this class on a daily basis. Students who enrell and
successfully complete the course receive crodit towards their
high school diploma. Examples of <opics covered inelude
pranatal nutrition, anatomy, fetal development, labor and
delivery, venereal disease, contraception, infant ocare and
infant growth and development.

23B5-p770~-% ~6
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Infant

The Infant Dprogram contalns two major components. One is a
"Special Needs" Well Child clinic and the other is the
Community Parenting Program. The Speclal Needs clinic $» for
infants and preschoolers with an identified risk who could
benefie from wall child care through the team approach. A
requirement of the program is that participating families have
an {dentified family physicilan to whom they can be refarred (n
the case of iliness. 7Tho emphasis remaina on serving children
of families who are at high risk and/or those who cannot
afford wall child care from other clinics or the privates
sector. Bables born to moms in our Teon Prenatal Clinic are a
good example.

They are strongly encouraged to participate 4in the Infant
Program and are closely followed for the first year. Services
provided threugh the Well Child Clinie include assessment of
grewth and development, general physical exam, immunications,
counseling on parenting skills and referrals for probdloms,
Clinica are hold once a weak at the health departmant's office
in Niles and three timos a week at the Benton Harbor office.
In 1983, 253 ohildren from Dirth to five yoars of age wore
sean in the Well child Clinie,
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The Community Parenting Program is a series of parenting
classes designed to help parsnts be more affective in caring
for their children and in mesting ths domands of parenthood.
The sories contains f£ive "modulas" whioh have heen developed
for specific age groups from birth to five years. The modules
vhich make up the Community Parenting Program are: 1) Newbera
Bxpoctations (birth - 3 months)) 2) Early Infancy (3 - 9
months}; 3) ILate Infancy (9 - 20 months); 4¢) Toddler Years
{20 months - 3 years); and 5) Preschool (3 - 5 years). The
classes are taught by a podiatric nurse practitionar, a socecial
worker and a nutritionist, all of whom have expertise in the
filed of child care and parsnting. The modules are offored
monthly at the health department's Benton Harbor office. They
are also held poriodically at various other locations within
the county, such as Pawating Hospital, Lake Nichigan College
and tho YWCA in Bt. Joseph. In 1983, 64 parents participated
in the Community Parenting Program. All county residents are
eligible to enroll in these classes; the only requirements are

the desire to learn and an interest in children.



WIC s a program f£or pregnant women, nursing mothors and
infants and children uwp to five ycars of age. 70 Qualify for
this program, the mothexr or ¢hild must have a medical ox
putritioral risk factor and they must nmeet income
requirements, The WIC program provides education and
counseling about putrition and meal planning during periods of
14fe when good nutrition is the most coritical -~ pregnancy,
lactation and early childhood. Intensive counseling is done
on & one=to-one basis and education Sz provided in a group
sateing.

Another component t0 the WIC program is the provision of
coupons to eoligible porsons for ocertain supplemontal £oods
needod during these critical timos. WIC Zfoods are not
intonded to make up the total dfet; rather, thay add ¢to the
foods that participants should alrecady be eating. Only foods
that have the right amounts of certain nutrients are wused in
the program. Examples of the kinds of foods chosen are milk,
cheese, juice, eggs, cereal and f.fant formula. Others Are
also included.

164
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The goal of the program is to Improve the nutritional status
of pregnant women and nursing mothers 80 that t¢hoy will be
hegclthy and their bables will be off to a good start in life.
It almo aime at bringing up the nutritional status of
participating children to a 1level where they no longer need
the program. Bstablishing lifetimo habits of good nutrition
is the main tool for accompliishing these tasks. The WIC
program iz closely linked to the Prenatal and Infant
Programg. Last yoar, WIC gserviced 2,052 individuals.

EBarly Periodic Screening, Diagnesis and Treatment {RPSDT)

EPSDT 48 a preventive bealth program which provides for early
detection of health problems and referral for treatment when
necassary for Medicaid eligidble porsons under the age pf 21.
The health departmont carries cut the soreening component to
this program, and refarrals are made to appropriata providers
for diagnesis and treatment. Those whe participate recoive a
wrysical  assessment (whioh includes & check on vision and
«: axring)}, developmental testing, sickle c¢coll and 1lead
screening and counseling. The program is designed to
encourage preventive health care for those who might othexwise
wait to wvisit a doctor until a sexfous illness iz apparent,
There ig an outreach ~omponant through which calls are made to
inform eligible persons about the program and to sncourage
them to participate. Transportation 4is provided whon
necessaxy. In 19813, 13,969 indilviduals were soreened {n the
program.

ey
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amil

This clinic offers a variety of family planning services to
porsons wishing to choose the sisze of their family and spacing
of their children. Pexsons eligible to participate include
those who neet income requiremants, have problems of accessing
other family planning sorvices or have the risk of & problem
pregnancy. The program 48 run on a fee-for-service basie
{participants pay according to their incoms), Dut no one is
deanied service. The program includes pregnancy teating,
education and counseling on reproductive health and the
provision of contraceptive services, Social worx and
nutrition counseling are available when needed. A total of

3,907 patients were seen in the Family Planning Clinf{ec 4in 1983,

EVALUATION

In order to gain an accurate gpicture of tha impact of the
Family Health Program Model, a systematic program evaluation
affort was Snitistod during the fall of 1982, The Michigan
Department of Public Health contracted with University
Associate, & private regearch firm, to conduct the
evaluation. 1hs objectiva of the evaluation was to assass the
dogree to whioh the programe wora actuilly conselidated, to
dotermine the strengths and weaknoases of the Family Health
Project Model and to make recommon.ations regarding future
implamentation in cother Michigan health departments. The

Y
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Family Health Programs of Berrien and Muskegon Counties wexe
compared to the two control counties, Xent and Saginaw. All
four health departments were considered similar except for thae
Family Heslth Program which was oporational in Berxien and
Muskegon. Seven major areas wore addraszed in the
evaluation: 1) degree of implemontation; 2) comprehensive-
neas o©of thealth cares 3) quality of health care; 4)
administrative ease; 5} ocost efficiency; 6) staff

satisfaction; and 7) olient gsatianfaction.

The ewvaluation showed that partial dimplamentation of the
Family BHealth Program model ham been achieved. Total adoption
has beon hindered by federal and state requirements that
conflict with cthis model. Those implementation components
that local health departmente have tho ability te control have
been more fully implemented., The Family Health Frogram has
been found to offer comprehensive health carg to the extent
that it provides more sexvices dirocted towards the needs of
entire familias. More spocifically, greateor participaticn
across sexrvices has occurred., Tralning of staff to work in

a1l four programs has probably contributed to this happoning.



162

Anothexr f£inding was that duplication of health caxe sexvices
ocours less froquently; this had been one of the primary goals
when the Family Health Program model was created. Finally,
the Family Health Frogrxam approach was found tc be more cost
sfficient than the categorically run programs. It was found

to have lower costs per unit of service.

Advantagas of the Family Health Progrxam wered

- staff becamo "total patient needs oriented® - improved
ability to staff clinfea in times of porsonnel
shortages due to Bick leave, vacations, reduced
staff, ete.

- clients happier with reduced clinie visits ~ 1.e., WIC
coupon pick-~up during prenatal visits

- staff ceductionk and savings of taxpayers dollars
were achievad through mors sfficient use of
personnel while ma.ntaining same caseload. ({Inatead
of four program coodinators ... we had just one.)}

- total patient (integrated) health education was moze
effective and natural

- high achievexrs in old individual categorical prograne

now ipfluence other programs to be high achievers
-~ coordination of family hoalth referrals with publie

health nursos has beon easier to facilitate
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potential to rxeduce paperwork ... i.e. one screening
teol consisting of bdasic patient {nformation
rather than £{1ling out up to four screaning tool
forms for Qifferent programs

bettor morale in that patients' needs are put ahead
of old fashicned oxcuse of "it's not in my jod
desoription to do that worki®

we belleve that "gqoneraiisation” by statf is a
superior system to staff program specialisatson

instead of approaching ocur Commissioners with four
agreements and four resolutions, could get Board
of Health and Commissionor approval with one
agrecment and one reaolution

generally, only one program plan needs to be written
++s not four

staff ix happier in their jobs as variety of work
creates intorest and raplaces rate parformance

more opportunities for advancement in that a larger
caroer ladder has been created

better ooordination now exists between clinical
personnel and clerical

3
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A 1ist of cbstacles wa encountered worae:

Adminigtrative functions iomained categorical.

Funds were accounted for categorically.

Eligibility raguizemonts remained categerical.

Added worX in budgeting was required as a summary dudget
needed to be drafted.

Dats reporting remained atrictly categorical.

Lack of unified xeporting gystem.

Staff attitudes ~ tuxf i{ssues - lack of coordinstion and
communication at Michigan Department of Public Health.

Lack of understanding of concept =~ lack of commitment
at Michigan Department of Public Health.

Department of Soclal Sexvices/Nichigan Dopartment of
Public Health relationship to EPSDT funding.

From our parspective, Dr. Taylor was the only advecata for the
Family Health Project at Michigan PDopartment of Pudlie
Health. Ho was transferred to another Bureau in 1985 and wa
were abruptly forced bPack into the categorical model. This
was disappointing to us and hard for our staff to accept.

§
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T have been asked to comment on our infant mortolity rate in
relationship to our services. In the packets I have provided
are porinatal and infant mortality statistics <rom 1970 thxu
1987 and two papers that ldencify problems we have
traditionally bad in providing prenatal care for poor womsn in
Berrien County. We feel ocur prenatal and PFamily Health
Program sexvicos have contributed to the decline in the
mortality data as ouxr clients hava Doan f£rxom the at xisk
populstion. The perinatal rate is more sensitive ¢o prenatal
caxd and you can note that for mest year® Berrion County was
bolow the Michigan rate. Mortality rates are generally Dhigher
€or the low soclioeconcmis portion of the populaticn.
rerinatal mortslity (deaths ocourring from 20 weaks gestation
through 7 days after birth) 4s a measure ¢f this incroased
risk. The porinatal mortality cate i35 known teo de high in the
low gociosconomic group and espocially for teenage mothors.
The zates for blacks are genexally doudle the rate for
whites. Because our XI.M.R. {Infant Mortality Rate)} wam high,
we weres one of the first four "out state” (Detroit was one of
the 1lsrge urban areas federally funded in the §0'g) to receive
funding for prenatal care by the Michigan Legislaturs in
1972, The largest percentage of our prenatal cliants reside
in the Benton Buﬂ»z area, Many of them minority (80%) and
adolescents (38%). Benton Harbor has beon a depressed aroa
for many ysars since the white flight of ¢he 60's and eaxly
70's. MoneY magasine rated Benton Haxrbox at the bottom of a

fras
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1ist of the 300 worst cities te live in America in the
Septembar issue. Tho Wall Street Journal has festured Benton
Harbor's depressad state. Until the Sllegitimate rats was no
longer & publiishagd statiatic, Banton Harbor's rate was among
the highest in the nation. Wo feel Quality health Sarvices
axre a must 1f we are going to continue te xeduce the Infant
Mortality in our county and in Michigan.

whare do wa stand todsy? we have & preoliferation of budgat
columng with each requiring program plans and reporting
requirements. The trend seems to be for more restriction in
funding, It is nore difficult te administer progran
delivery on the local level.

Since 1985, Michigan has directed new dollars toward providing
pranatal care for poor women in an offort to roduce infant
mortalicy. This past yoar, Nodioeid coverage has been
extendad to 185% of povarty for pregnant women. This has been
& tremendous gtop forwaxd 4n providing care for poor woman,.
We are, Dhowevar; concerned that our active oaseload of
prenatzl patiento has gone from 584 to 1,389 4in the five years
sinen 1984 while at tho same time our Family Planning state
funding has gone f£rom $264,615. to §156,116, This is a
backwards step &in oux program to reduce infant mortality. The
state of Nichigan is taking a £500,000 family planning cut in
federal funding and are pasaing a 9% roduotion to all local
agencies. Another £actor which may adversely affect the
infant mortality rate is that Medicaid no longer will pay for

F S 1
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aborticns in Nichigan. We in Berzien County have been
targeted as one of fourteen Michigan counties to receive funds
to reduce the infant mortality rate. Rowaver, instead of
providing for coordinated programning, these funds come with
specific restrictions as to their use and accountability,
which makes &t more diffioult to for locals to provide
coordinated family oriented services.

Bottom 1ing - we need mere flexibility on the local 3level so
that we may more effectively and efficiently meet the health
care needs of our familiea. We would welcome the return of

our Family Hea'th Program.
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Chairman MiLLER. Well, you're close. You get a star.
Ms. EserLY. Good.

Chairman M LLER. A report from the front, so to speak.
Ms. Rusvitto.

STATEMENT OF KATHY RUSCITTO, COUNTY ADMINISTRATOR
FOR HUMAN SERVICES, ONONDAGA COUNTY, SYRACUSE, NY,
ACCOMPANIED BY JAMES MILLER, M.D., COUNTY HEALTH
COMMISSIONER, ONONDAGA COUNTY; CHAIRMAN, NEW YORK
STATE HEALTH COMMISSIONERS ASSOCIATION, SYRACUSE, NY

Ms. Ruscrrro. Thank you, Mr. Chairman. In deference to your
needing to get to the floor, I will be as brief as possible. I repre-
sent——

Chairman MiILLER. I cannot run that fast, so relax here a second.

Ms. Ruscirro. Onondaga County, which I represent today, is lo-
cated in upstate New York and has a population approaching
about 475,000 peovle with about 70,000 located in the City of Syra-
cuse. It is not unlike many of the midsize counties, and I'm sure
are represented by members of this Committee.

We had a problem in our community that between 1985 and 1987
the number of infant deaths per 1,000 resident births rose from
13.7 to 17.8 percent.

We at that time felt very strongly that we needed to move quick-
ly. We needed to not wait for any further changes from federal or
state government in terms of categorical programs, but we needed
to do something very quickly on a local level to begin to respond to
those statistics.

In 1988 our community began to tackle this problem by develop-
ing an access to health care committee that is looking at a whole
number of issues, but particularly focused on the issue of infant
mortality.

And we chose to do that by initiating something called a commu-
nity-based comparison. Literally, we looked across the United
States for another community with the same demographics as our
community, but with less than half the infant mortality rate that
we had. And we found that community. It was Toledo, Qhio.

At that point in time I sent a team to Toledo to look for a couple
of days at their entire service structure to see if we could not
detect some very key differences between the way we delivered
services and the way they delivered services.

And we found substantial differences, and they primarily related
to the coordination and the integration of services.

From that experience as well as a second visit made by Commis-
sioner Miller, who is with me today, our Health Commissioner, to
Hartford, Connecticut, we have developed and are implementing a
series of recommendations that we feel are going to change the
rates that I just spoke to you about related to infant mortality.

And let me very briefly describe to you just some of the high-
lights of those issues. First of all, I have directed all of our human
service commissioners by the close of 1990 to present one consoli-
dated plan regarding maternal and child health to report to the
state in a number of different categorical programs. But we will de-
velop for our community one conso%idated plan.

174 .
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Secondly, we are going to work with our state government to try
to reduce the uuplication of services, as they are currently being
provided. And that's going to take a whole number of forms and
frames as we go forward.

We're developing a task force on coordinated human services to
bring together all the players in the system and make sure every-
body is talking to everybody on a monthly basis, if not a weekly
basis, and on a formal level.

The thing that we are doing that we are most excited about is to
begin to provide WIC and Medicaid enrollment at freestanding
ambulatory clinics as well as hospital clinics in our community.

When we visited Toledo, again, one of the big differences we saw
is if you look at their hospitals and their clinics, social services
exist within those clinics. And when a woman walks in the door,
she receives the full array of services.

We will this spring be moving into a hospital-based clinic with
all of our human service programs. And when a woman walks in to
receive her prenatal care, she will receive those additional social
service supports as well.

We are talking with the hospitals in our community about ex-
panding their existing hospital-based and ambulatory care pro-
grams and ensuring that there are evening and weekend hours
available to women.

We are working on the development of a specific mechanism for
follow-up with at-risk women and children who miss appointments.
I think you've heard it this morning. I think it's very important
that we be very, very aggressive with that population, and we
intend to do so.

We are working with our community college and our Depart-
ment of Social Services in developing a pediatric outreach worker
program. We are going to have a career ladder related to home
health aides in our community with the peak of that ladder being a
pediatric outreach worker that is going to be offered through our
community college.

We are looking very strongly at transportation services. In
Toledo, we found that there was a very broad authorization for the
use of Medicaid taxes and the use of the public transportation
system related to call-a-bus programs to ensure that once a woman
is identified at high risk, she gets whatever authorization she needs
to get to those appointments. And it’s the broadest possible author-
ization. And we're going to make sure that happens.

We looked at a number of different other areas, but I think the
one area that encompasses many of the other recommendations re-
lates to home visits. Again, in Toledo, we found that they were
very aggressive about getting into the homes of high risk women
and following them through the first year of their pregnancies.
And we are working with our public health nursing program to
ensure that happens.

We have talked with the businesses in the health community.
We are looking at the development of a mechanism to provide
health insurance for pregnant women who are not eligible for Med-
icaid and for whom no other insurance is available due to economic
constraints.
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And, finally, there is going to be very strong involvement with
our business community looking at doing a very broad public-pri-
vate partnership in fighting infant mortality in the coming years.

As I've said to you, I've spent a lot of time talking about coordi-
nation and integration of services, what we've seen that has
worked in other communities, and it's proven by the fact that in
one particular community, where their infant mortality rate was
literally half of ours, they have been able to keep that level down
and make a difference.

Let me be very clear. In order for there to be proper coordination
in our community and other communities, there has got to be a
change in the way we offer our human service programs. They
must be delivered through clinics, schools, and hospitals. They
cannot be separate free-standing programs.

We are looking also in our community at bringing together, with
the state government’s help, a number of other projects that will
help us focus on that population.

We know that in the short run, some of the changes that we're
looking at making are going to cost more, but we feel in the long
run, we have no other choice.

And I thank you very much for inviting us.

[Prepared statement of Kathy Ruscitto follows:]
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PREPARED STATEMENT OF KaTrYN H. Ruscrrro, CounTY ADMINISTRATOR FOR Human

Services, ONonpaca County, NY

Good morning. Nr., Chalrman, Congresamen, thank vyou. for the
o m&&:‘r. to addreas you th:; morning. :Imzén spand just a tg
nutes eridbing commund our prohlem our responges

that problem before gmrm yaﬁr quaations. *

Cnondaga County 48 locatsd in Upatate New York,. and Xas

-gnruguu 3!.003. with 170,000 located™ in'tha City o .
X um.nm-emm rural community, end it is Lurally
diverses. It is.not ike max of ths. -gauned you.
ntruan:. It~ is:a-community rich: in- social. and-cul ;
yet {a nmgsung wvith a.major health cars problem, infane: Y.
Betwoen 1983 and 1987, .tho numder of infant deaths per 1,000 resident
births in our inner-City rose from 13,7 ¢o 17.8. In tha same o4,
the muoder of desaths {n the County per 1,000 rome from 9.5 to 1l1.9.

Within the United States, infant moreality varies by reglon and
state. The causas of Infant moreality have basn the subject of
extanaive digcussion, Dbut 4t (s generally conceded that thts
condition 4is asscclated with racs, povarty and teen Y. The
linkage ‘Mmm “inz::: mxgu gﬁ povarty ia 1&’1'::131 mnd n::
acQess  to prana &, ¥ DAtOINALl AQR:

birchs have also besn linked to infant mortality. e

In 1988 ocur cosmunity Degan to tackle tXe izsus of access to health
care. County Sxsoutive Nicholas Pitro appointed a Task Yorca
insluding. itals, physiclane, nurass, social servics and hsaith
providsre, insurance companies to review:

- maternal and onild heaith care
- Madicaid accesaibdility

« alinic availahility

= heomelasn health care aarvices

As the Committec examined in 43, o mate.nal and child health care, in
partioular tha infant m:uutg dats;, it ochose to initiate a
community basad conparisen. 5 ¥ put, we logked across the United
States for a comwunity with & qu:nfaml. but with & lower
infant moriality rate. At the same tims with the help of the New
York Stata Depar t of Health wa initiated 5 oase by case review of
all iafaat deaths for 1848=1989, as well as prospectively. e
Committes felt a compunity based comparison would parhaps move us
along mors guickly and help us to sse 12 the probiss wag struotured.

Our team apent two days in Telede, Ohie (Lucas County) and the visit
was invaluable. ¥rom that trip as well as a visle to Hartfora,
Connacticut wa have resched & fnumher of conclusione. © will

hthniht enly a few that are ourrantly being implemsnted in our
-] LY. .
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Racommendations

BROAD

A,

B.

c.

Maternal and child health must becomse & center plece for
conaoplidated plans

Fadoral and State government should uncmx:aqe snhanced
coordination to reduca servics dslivary duplicatic

gg initiatives placing a priority on maternal and ehild
hell caxrs must cone froem the highsst levels of
govarnzant, but allow for local implemantation

COMNTY BASED

A,

€.

nl

E.

mnmmnt of a Tagk Force for Coordinmated Human Services.
derabhip would ba provided by the commissiocners of Health
m Social . Servicas, and inoluds publile/private
representation. The purposss of m Task Force would
{noiude ldentification of needs in the human services,
coordination of oxisting amervices, snd devalo t of
racommendations concerning new servicas, if appropriats.

Establishment of a designated Staff Coordinater to onsurs
ontinuity of progr ng which addrcases the necds of
acerisk women and children, as well as acoountability forx
the ragults of such programming.

xnmccmne of the agsesamant of axisting sducational
f dor at-rixk women and children and the
deatuinuaa of gaps in the curriculun,

Provision of WIC and Wedicald senrollment at {reestanding
ambulstory eoare ocasters apd hospltal clinlcs in the
comminity through contractual arrangements with Onondage
County government.

z%g:n of axicting hospital-based and ambulatory care
pr —of patient cars and follaw-up for at-risk women
and children at £t., Joseph's Hospital Hesltd Canter, Crousas
Irving Momorial Rospital, and the Syraguse Community Haaleh
¢anter, to inglude additicnal education and pocial
sezvices, as wall a8 increased followeup after inpatient
dischargs.

Developmant of a specific machaniem for follow-up with
at-risk women and elildren who miss ambulatory care centar
or hospital clinie visits. This mechaniam should include
personal contast with olienta, a8 well as telephons and
wrictan communicationa.

Tvaluation of the potential for additiconal esvening sexvice
te at-risk populations by freestanding ambulatory care
centars and hospital golinics. As an i{ateris measure,
Onondaga County Health Dapartment olintes should be
schedulsd during late day and svaning hours.
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Encoursgament of The Caring Pragram for Childres Foundation
which will provide healtl insurence for children for whom
this coverage will othazwise not bPe availadle.

Evaluation of curreat .ractices for provimion of
tr , te ¢clinic and amhulatexy cara center

tnanta for at-risk women and {pfanta and
fdentification of an altornative mechanism that would be
rare cooprshanaive snd efficient.

Pevelopment of an assasznant of the relationabip between
infant mortelity and the use of druge in Cnondaga County
and identification of potential agproachac to this problam.

Consideration of the entisl for a systen for managasent
of sccial and hesltd aﬁgr‘te: aterisk wosen and childzan.

Integration of the fipdings conceraing I{nfant mortalit
12-:2“&.4 tha Cradie \J. m-mmwm&mz.tg

- aion for Yomer and rapretanta ofracadal.
xddrass

Syrasuae tives

and health agancies, a» well as an sation plan to-

this prodiem in Oncndsga County By the Task Forcs for
Coordinatad Muman Rsrvices.

Support for Che sxtencion of parenting and family life
sducation programe throughsut the sohcols of Onnndaga
Coun Deginning &t kindergartan. This effort mufa
inal ams which address gaps in existing sesvioas
jdontifisd ia the short Teah aEsesmmant.

Davalopmant of a Wﬂl&\m mh:r—widc ENATENORE
progTAR o inform ater vamen 'at ths nesd for pranatsl,
poatnatal, and ¢hild care and of the axinting vervices.

Bvaluation of ths feasidbillity for devaloping a2 &alirsy
deiivery program for WiIC sarvicas in Onondags County.

Davel t of invograted hospital-hased prograns {aciuding
offmf\m follow for n-qu woSen and children at St.
Joseph's ita Realth ~ Tantar and University
Rospltai-Crouse lxving Xsmorial Hompital,

Sxpansion of the capaocisty of existing p ans that provide
suprort and £enew-pa te at-risk womsn :ﬁf children guch an
Taen Bables and ths AGe Jervices Act [TABA) programa.

Davalopment of a fisld counmelor training program to
provide foilow-up home visitas for at-risi. populations
through existing previders, as well as & carsor ladder dor
homemaher home healt y aider.

Developmant of 3 mechanism to imvmn Realth insursnes for
pragnant wanan who axre  not cligidbls for Medicald and for
whot other Ainsurance L6 not available dus to economic
constraints.

Yy -“-F - T"jl:
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T. Inveolvament of tha businass community of Onondaga County ia
apecific offorus €o addream the local ,.fant mortaiity
problam through a public/private partnership.

Thaze recommendations largely foous on intsgration and coordination

of carvices. They do not recognige categorical funding ragquiremants.

“Coordination iz a wvalue, it recognizes the necessities of

i:rlui:ruizgd controls ax woll ag decentrslicsation &{n local sarvice
vary.

Unfartmtelg, many of us are vagua when we discuss coordinatien.
Lat me bs clear, cour social aad health serxvices muat oo delivered
through our clinice, schools and Dloapitels. Categorical programs
cannot DBe offered (n eight 1lcostions, with eight 1ication
proceases with multiple requiremonts for a poor mother with small
childran in ¢tow. It i toc easy for her o dismiss tha xeturn
appointments with pradictadle results.

Recantly & mothar in our community deliversd her feurth low dirth
walght Daby. It remained in intensive care after hex dlacharge and
the infant did not zacaive any visitors. When confronted Dy 4
reporter about her lack of concern aha rasponded that she 44d not
fesl wall, had no child care for tha other three childron, and could
not handls twd changés on public transportation with dinfanto.
Samew we must arxange our sesrvioes s¢ that we can reach that
mo T e

Cnondiga Coun governmant and a  local hclrinz axes moving in
ctogather. We will be asking our scata for help in many arcas, and be
looking at how to beat impact the women wa ensaunter, Will {t cost
mora? Perhaps, in the short run, but leng term the cost savings ars
incaliculable. For our community wo have na ather choice.

Thankx you.
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Tafant Mortality fn mondaga County

fratsmang by Jxmss R, Ntllsr, MO, X%
Comming

ioner, Onondaga County Nealth Department
fresident, Naw York State Assoatatfon of Couacty Nealth Offfcials
tatohar 24, I9RS

Tha key findings from cur cusrent study of {ofast mortality in Osopdage County

ARG &8

*

followa;

Durfog 1980 = 1987, oversll (nfant sortality hasm Dssm raasonadly coustant,
with norsal ysapeto-ysar fluctusttens,

Tha viak of sortall to tnfsuts dorm fa the T4ty of BSyrasuse s
coneistantly about 4 that cutaids the Cley,

Tafent sortality for Dlacks £z Byrscuss and the entirs County is nsarly
Sxfele that of vhits tofante (Risk ratte « 2.8).

Conttary to naarly ail matfonal and etete trands, black (nfenr wortaliry
appiars to b foiraaning ovar this yariod,

Much of tha raceat fncrsase im dlack mortality sppesra £o ba concentrated a
the post-nscaa o1 perdod (1 moaek to 1 yaar). Duving iffl - 1943, the risk
of neonatal moreality was about devhle that of the post-cscratal period, for
both racss, as 4a cosmonly found 4n state asd natfossl statiawics. Since
thes, dewsver, whitss have remained at that laval, wheress post-necuatal
black soreality has rissn 20 phat {t now equale neosatal worealiry,

Comparative data on risks of Lafaxt sorzality for 17 largs oitiss, {ncluding
Mew York City, Bostos, Datroit and Philatelphia Bas recently dexcoms

svatladls for thy 1905 data ysar. In comparisom to thaze cities, Syracuse
hat %. diask infant moreality of ail. Jeceses Syracuss vacks thind
{a wiigs fsfant wortalifty, tha risk ratio of dlacks ralative

to vhites fa che worst of these aftiss.

Compardsos with Istemmatfonal figures ars alse startling. A Slack child
dora in Syracuss is lsss itkely to surviva te one yasr of age thas 2 ehild
Sarn ia Jawates or Cesta Récs.

At this jusstvra, tBa resscas for the slsvatsd Dlack {afaas morgality ers
not clear. Cavtsinly, some of tha prodlew £ associated with tesnsgs
pregrancys Thils adout 148 of live dlacks Mrths are to tasnage mothers n
our County, % of tessonatel Blask martality occurs with tesnage
mothees, That, and the fsaof that the vatio of necnatal:  postepecnatal
wortality fs badly skewed fa Black Eeesage woshere (213 sstie, versus tha
stereotypical 31} racio) suggests that D1ack tesnsge pregaancies should de o
major focus of prawstios effovts.

An asalysis of census tract~leval date revsaled thar low birth waight (LWW),

late/ne presatal care snd pramsturity exs the primasy assoclates of

d4ffsrmcecs in DR ameag Oso Sonaty sessis tracts, Cowparisons of

Slask asd whige infasty using dicth cersificats dsta iadicsts et on

-varage, dlask fufacts are at significasely greater risk of LW, lats
snatal cars,; aod prematurity thin avs their white csuaterparts.
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rigure JA

Infant -dortality for Syracusa Relative to ather Cities, 1988,
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Tigure B and €
Infant Mortality for Syracuse Relativa to other Clttes, 1988,

Infant Mortality by Rece
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Infaci Mortality for Syracuse Relative to other Cities, 1988,
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FigureS.  Births to Teenage® Mothers by Race and Year
Onundaga County, NY 19811587
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Figwe 8 Entry 80 Prenaial Cars by Racaand Year
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Chuirman MiLieR. Thank you very much, ail of you, for your tes-
timony. Again, I guess we get back to where we were with the pre-
vious panel, and that is that a number of different individuals
coming from different directions have arrived at the same conclu-
sion: there is a way to spend money within this system that makes
sense, and there is a way to spend money within the system that
doesn’t seem to make a great deal of sense.

Seme of how you spend it, I recognize, is mandated either by us
or the state or local entities.

But let me start with you, Dr. Burton. In theory, when you get all
done with your proposal, you've got to be accountable to a Board of
Directors who say, “We're still in a profit-making business.” You
are here to make a profit.

And so you had to weigh this on a very strict cost-benefit ratio.
We can talk about that in the abstract, and I honestly believe it.
And I think I've seen it proven enough times over and over and
over in different communities.

But you have, I assume, very strint guidelines. You're not a be-
nevolent society. You care about your workforce. You care about
keeping down these costs.

And, again, those policy considerations and fiscal considerations
seem to merge at this point.

Dr. BurtoN. That's correct.

Chairman MiLLEr. What did people say when you started on this
effort? Did they believe that it would work or were they just out-
raged about the cost of medical care?

We hear more and more employers just about ready to pull their
hair out on this one.

Dr. Burton. Well, they are concerned about, and we were con-
cernred and continue to be concerned about, the cost of medical
care.

But also we can look at strategies, and we look at return on in-
vestment. And if you look at return on investment for a prenatal
?rogram, you've heard a four to one return on investment for the
ederal government, $2 billion in costs, a possible investment of
$500 million to decrease that cost or to alleviate that cost.

In each of our preventive health programs, our wellness health
programs, we look at return on investment. And we have a good
track record over the past eight years of meeting or exceeding a
return on investment.

I think the literature is clear in the prenatal health care area
that you can achieve those results.

Chairman MiLLER. Let me ask Dr. Eberly and Ms. Ruscitto. Both
of gou described your efforts at the local level to end duplication
and confliciing goals and problems. And you decided to try it by
consolidation.

And I think, essentially, Ms. Eberly, you did the same thing.

Ms. Eeerry. Right.

Chairman MiuLEr. You tried to consclidate this. But you said
very specifically at the end of it, you had to break out all these
costs for categorical purposes.

Ms. Eserty. That's right.

Chairman MiLer. You had to attribute costs in one category to
another to continue to receive your funding at your level-—~—
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Ms. EBerry. That'’s right.

Cl;gérman MiLLER [continuing]. So you could apply it where you
wanted.

Ms. EserLy. At the time I could devote all of my time to the pro-
gram. We had an administrator, who was largely responsible for
the budget. She retired three years ago and hasn't been replaced.

So I now have 23 budget columns as well as the programs and
plans to go with those. Sc¢ I can appreciate her frustration in our
experiment.

But we truly did have one plan. I only wrote one plan a year,
and we: did have the coordinated staffing. And by the staff knowing
the other programs—and, obviously, with a pregnant woman, it’s
important to get WIC.

It's imrortant te then go into some kind of family planning so
that vou don’t have repeat pregnancies, certainly in high risk situ-
ations.

And also many of these clients were Medicaid recipients and
were eligible for the periodic screening and EPSDT. So we truly did
do a good service for our clients.

Chairman MiLLEr. Let me just stop you there for a second.

Ms. Ruscitto, the same problem with you?

Ms. Ruscitro. We're expecting we're going to have to still contin-
ue to report to the state sources in separate reporting systems, but
we're going to ignore that at this point in time.

We just think we have no other choice other than to try to pull
those programs together and run parallel systems, do what we
have to do on a local level and report to the state what they need.

We're beginning to hear, though, 1 think, a little bit of a change
in the environment at the state level. I've had a number of people,
including a representative of the Governor’s Office, say to me,
“Lookit, we've got to do business differently. Come to us with a
model. Let us put together the waivers for you. And let's see how
we can make it work.”

So our hope is that we're going to find some friends at other
levels that are going to make this thing happen within our particu-
lar community.

Chairman MiLLgr. Well, in fact, what you're desceibing, I think,
and what Dr. Burton is describing is a patient-based system or a
client-based system, _

Ms. EBerrLy. What we ran into, you see, is the state and, 1
assume, the federal government. Certrurcly, when you have the
funding for these programs coming frora Welfare and from Agricul-
ture, as well as Health, when you're crganized that way at the
state and federal levels, you don't recogni.c the other programs.
You don't see the whole human being or the family. All you see is
your program and what you want or the data you want.

Chairman MiLLER. And you're not going to get an argument from
me on that. One of our concerns, though, has been that essentially
most programs here—and we just went through a decade where
the President was always sending us block grant proposals. He was
going to block grant everything.

But we always found out that somehow in the transition from
categorical to block grant, there was always a fee. And usually
somewhere between 25 and 40 percent of the money disappeared in

&
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that process. And the theory was that there was 25 to 40 percent
efficiency.

My problem, and I think a lot of octher members of Congress’
problem, was that they didn’t recognize that there was also an
unmet caseload. And so rather thar taking the money away from
those programs, that money could have been plowed back in to ex-
panding the caseload on a more efficient basis. But somehow that
was never pulled together.

I think you're quite corract. We're seeing rumblings now, where
either governments are coming in and asking for waivers so that
they can develop the kids of programs that both of you have
talked about, and/or lccal entities are essentially doing what
you're doing, saying “I'll worry about the bureaucratic tail on this
program later. Right now we’re going to develop a program on a
consolidated basis that meets the needs of the clients.”

So I suspect that we're getting ready to make a shift here in one
fashion or another, but I don’t think the Congress will ever move
toward block grants as long as there continues to be this huge ex-
traction »f funds in the process. Nobody believes that we're meet-
ing the current need this morning, but at the same time recogniz-
ing, certainly, that that's the direction we probably should go in
terms of simplifyin%“&he life of the patient, the client, and you.

So I think, you know, one of the things we hope to be able to
take from this Commiitee ss a demonstration to the committees of
jurisdiction that write these laws is that there is another way to
approach this,

And we've got to start operating on some good faith in terms of
people’s ability to meld mouey for the benefit of the clients in the
system. And that's why you're here today.

Dr. Niles and Dr. Howse, let me ask you scmethis ;. You heard
this morning the goal of reaching, I think it was, 7 deaths per 1,000
births by the year 2000 as the national goal.

My concern is, as I look at these figures—an-i there's a reason 1
have not gone into this in depth in that we hev: had cther hear-
ings on that.

But, it's sort of like the World Series dur .g the war years.
There’s an asterisk by those years becaus~ certain [ler ors weren't
available or there's probably one here for i.. earthaua! s,

And -ve're going to start having an asterisk he , and we're
going to talk about the drug years. The notion that | we couldn't
meet the 1990 goal of the Surgeon General, th: 1 that we're
going to meet and exceed that goal for the year 200:. given the
overlay of drugs that we've seen since, essentially, 1983 and 1984,
are we talking reality here?

I mean, if we continue on the same course, if you lay down drugs
on top of this scene that we see in the District or anywhere else, is
it conceivable?

Ms. Howse. I'll let Dr. Niles comment on the drug problem be-
cause I think he sees it firsthand every day.

But I think, quite frankly, that we're not going to make a dent in
saving these 10,000 babies that have been talked about this morn-
ing until we're ready te go full bore in three ways.

Number one, we've got to beef up health educstion and do some
changing of maternal and paternal behaviors eai'y on. That has to
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do with, you know, don't smoke, don't drink, don't do drugs during
pregnancy, and increasing the likelihood that women are going to
seek prenatal care early.

Secondly, we've got to target the high risk populations. There are
pockets of low birth weight and infant mortality in any community
you visit in the country.

We've got to target those high risk areas and make sure that
those women's prenatal and delivery costs are covered in some
fashion.

And, secondly, we've got to case manage. And there have been a
whole bunch of different ways that have been talked about. We've
got to case manage those high risk pregnancies to reduce the likeli-
hood of infant mortality and low birth weight as the outcomes.

Thirdly, we've got to make prenatal care more user friendly.
Sarah Brown commented, I thought very clearly, about the per-
spective of the Institute ~f Medicine, which is you can get women
all dressed up and ready to go to the clinic. And if the clinic is not
ready for them, the barriers haven't been reduced, they're not
going to come back again. And you've lost the battle right there.

So I think those three points all need to be converged upon in
order to really make a serious dent in the problem. The drug issue
is clearly important, and I'm sure Dr. Niles can comment on that
one.

Dr. Niues. To answer your question, no, I don’t think that the
Surgeon General's guidelines will be met. I think that some of the
things that have already been raised are very key. It's extremely
difficult.

And 1 see in the District of Columbia, and I'll be honest with
you, the level of frustration as to what exactly to do.

I think that what we have done, we have identified those census
tracks in the District where the high rates of infant deaths are oc-
curring.

We do need managed care programs. We do need the “Better
Babies’ projects, Resource Mothers in South Carolina, those types
of programs. They employ people who would not otherwise be em-
ployable. So it's an advaniage on both ends to get to these women
to help them to get into care.

But it becomes an attitudinal thing. And I don’t know how much
education we can provide in some people’s circumstances, the de-
spair tha.’s there that they use drugs.

They know they should not use drugs. They will sit in the office
and cry and say, “I didn't mean to do it. I'm sorry. I won't do it
again.” You test the urine two office visits later, and they're posi-
tive for cocaine ngain.

How we address that attitudinal situation, that behavioral prob-
lem, whether it's jobs, whether it's economic change, I don’t know
the answer.

And I know there are middle class women who use drugs as well,
so it's not just the poor women who are using drugs.

Chairman MiLLER. There js, I think, a fair amount of evidence,
whether it's dealing with infant mortality or it's dealing with liter-
acy or it's dealing with job training, education in a broad sense,
that it's very difficult, and may be merging on the impossible, to
pluck a person out of their environment for oue doctor’s visit or

™~
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one hour of training or two hours of education or even a full day
for a young child and put them back in that environment and be-
lieve that you're going to have any lasting impact. We're talking
about some systemic problems within the community, that if they
aren't addressed on a comprehensive basis, simply erode the
progress you can make with your 30 office visits in a year or 10
minutes in an office visit.

Dr. Nigs. It's a Band-Aid. There are a number of them. But
there is a deeper societal situation that has to be addressed.

Why do the women who have repeated pregnancy losses continue
to have repeated pregnancy losses? One of the risk factors, of
course, is & previous loss. And they continue to have children.

Dr. Davidson mentioned about family planning. Why don’t they
come in for care? They say they won’t take the pills because they
make them sick, but that’s not the reason.

They don’t want to take the pill because the significant other
doesn’t want them to take birth control. Why doesn’t he want them
to take birth control? Because this proves his manhood by getting
this woman pregnant.

There are so many deep issues that are extremely difficult. And
all I think we can do is to try to bold on. And, as I said, in the
District our rate was sort of steady, but with the drug thing, it’s
really gotten out of hand.

But we’ve got to continue to work at it. I think the managed care

rograms, the outreach efforts to try to get women in are extreme-
y important.

Now, as I mentioned before, 50 percent of the deaths occur in
babies under two pounds. And this has been our study, and I think
it's been demonstrated nationally.

And we've got to get to those situations to get those women into
care to try to prevent those babies from losing those babies early,
but preventing those women from getting pregnant again.

Now, I know the gentleman mentioned the issue about someone
raised about they should be sterilized. I don’t think that's the
answer, but I think there has to be something done to prevent
these women from getting pregnant.

And whether it's attitudinal changes, whether we need to get the
behavioral psychologists in here to try to help us address these
issues because the gentleman mentioned throwing $500 million at
the program again is not going to change, then people get refracto-

ry.

Then even the good programs that are helping, holding us on, be-
cause it would skyrocket if we didn’t have programs, those would
be the ones withdrawn because, say, hey, look, this thing is not
working; the rate is not going down.

But also the rate is not going up as high or as fast if these pro-
grams were not in place.

Chairman MiLLER. My view of political history is that we have
gone through that phase. We went through that phase in 1981
when we decided that nothing worked and, therefore, we threw ev-
erything out.

And what the Select Committee has been about to some extent, I
think, with a great deal of success, is working our way back
through that process to look at programs that, i fact, did work.
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We identified a set of programs where good economics, good budg-
etary policy, and social policy merged.

We've identified a number of those. One of those has cbviously
been a number of programs around maternal and child health and
prenatal care.

The reason you were picked as witnesses is because, again, my
sense of political history tells me that we are very rapidly acceler-
ating toward agreement about the need, the urgency, and the ne-
cessity to deal with the problems of prenatal care, and the care of
children, let’s say, up to six years of age.

On a bipartisan basis, the Administration, Congress, we now rec-
ognize it. It's been drilled into us enough that we accept the testi-
mony. We accept the evidence.

The question will be whether we will be able to have a road map
to lead us through how to do that the best way we can.

And that’s really what this hearing has been about—to look at
some ‘ocal efforts, to look at those problems, and then to turn
around to our colleagues on the legislative committees and say to
them that before we now ask policy-makers to put in additional
dollars, and there’s agreement we should put in additional dollars,
we've got to devise a system that is better than it is today, for
those of you who are delivering care at the local level.

And, as we found out this morning, that’s a wide range of prob-
lems, but some of them aren’t terribly difficult should we decide
that we want to address them.

The federal government can affect the outcome of some of those
policies in terms of the efficiencies of the dollars and the coordina-
giém and the consolidation of these efforts and make it client-direct-

Whether we can erase all the environmental concerns in one fell
swoop around this issue of prenatal care, I don't think we can.

But we've got to recognize them and maybe intensify the effort
with respect to those clients in those areas and recognize that
they're going to be much more difficult to get engaged in this serv-
ice than will other people who don’t suffer all of those other envi-
ronmental problems.

But I really think we're at a point where the politics are almost
nonexistent in terms of recognizing the need. :

Six, seven, eight years ago a lot of people said this really wasn’t
a problem. I think everybody now recognizes it's an extraction of
the deficit.

Its call on dollars from this government and the public sector
and the private sector are huge. And something needs to be done.

And I just want to thank you all very much for your time and
your testimony. One of the functions of this committee is to take
these findings and this testimony.

And everybody here is on a committee of jurisdiction that will
legislate in these fields and see whether we can put it together.

And so far the evidence has been that in both the Ways and
Means Committee and the Commerce Committee, dealing with
Medicare and Medicaid, we've been able to join Republicans and
Democrats around these issues.

e
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But, obviously, some refinement has to take place so that we can
increase the confidence of members as they vote for those addition-
al dollars.

This has been very, very helpful to us in that quest, and I want
to thank you very much for your time and your testimony.

With that, the Committee will stand adjourned.

Let me say that Congressman Walsh wanted to be here until the
vote, but he’s on the floor. And he asked if e might submit some
questions for the record.

So we may be forwarding to you some written questions and ask
you if you might respond. It would help us out.

Thank you.

[Whereupon, at 12:47 p.m., the Committee was adjourned.]

[Material submitted for inclusion in the record follows:]
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Ezra Pavidson, Jr., X.D.

The Xing~-Drew Medical Cemtor
12021 Scuth Wilsingten Avenue
locs Angeles, California 90059

Dear Dr. Davidoon:

I want to express my personal appraciation to you for appearing
bafore the Select Committee on Children, Youth, and Familias at our
hearing, ™Caring for New NMothers: Pressing Problems, Rew
Seolutions,® on October 24, 1989. Your testimony was, indesd,
important to our work.

The Committes is now in the process of preparing the transcript for
printing. It would be helpful if you would go over the enclogsd
copy of your remarka to assure that they sre accurate, and return
the transcript to us by NHovember 22 with any Recesgary corrections.

In addition, Representative Thomas J. Bliley, Jr., has reguasted
that you respond in writing to the following guestions so that they
may ba included in the hearing record:

1. On the very first page of your testimonmy, you make a very
critical point: "Expanding Nedicaid alone, adding home
visiting alons, incremsing reimbursement alosa, nothing aleone
will solve the probiess. There must he major,
change in the wvays we finance and deliver care for low-income
woren.® You slzo state on page § that program administratios
needs to be ®user friendly® and that *continuing teo
incrementally expand sligibility and coverage, even with
incroased raimhursement, is clearly nrot enough. *  Womld you
support the consolidation of categorical programs which serve
woren in order to emsure that programs are properly planned
and coordinated?

2, The most important ites that we found in our survey is that
most of the publicly supported matarnal health agencies do not
provide prenatal cars. Should we place more of an emphania
on funding only thome providers which offer prenatal care?
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Let me again express my thanks, and that of the other members of
tha Committee for your participation.

Since R
e
F "f
HIEEE%
Chairman

Selact Committee on Children,
Youth, and Families

Enclosure

| :El{l\C ~17 ()

S A v et Provided by ERIC




ERIC

Aruitoxt provided by Eic:

195

,r}“c Office of Pressdent £lect
- . bara O vavdson, Jr MBy FACTN,
s )n( (‘n Dopantmont ot O ban

- N Romg i irew Mediad Conter
( I)”q{(? (’t FRZT Seaoth Wolmsndten \venue
Obstetncians and o Aniie bl s
Gynecologists

Telephone 2 1H wiidis]

December 13, 1989

The Honorable George Miller

Chairman, Select Committee on
Children, Youth, and Families

LIS, House of Representatives

383 House Office Bulding Annex 2

Washington, DC 20515

Dear Mr, Miller:

I was pleased to be invited to appear and testify before the Select Committee
an Children, Youth, and Families a1t the hearing, "Caring for New Mothers: Pressing
Prablems, New Solutiens,” on October 24, 1989,

I am forwarding, as requested, answers 1o the two questions of
Representative Thomas Y. Bliley, Ir, for the hearing record as stated in your letter
of Navember |5, 1989,

{, Yes, 1 would support the consolidation of programs which serve women in
order to ensure that they are properly planned and coordinated, 1 would
want to be assured, however, that the comprehensive range of services
would be mandated, especially family planning services, and that access
would be simple and straightforward from both an administrative and
location point of view,

2. Yes, I think you should place more emphasis on funding publicly supported
maternal heaith agencies that provide prenatal care. | would emphasize
that the care should be given according to standards provided by ACOG or
the PHS expert panel on the centent of prenatal care.

Sincerely,

/ff?é(. /ﬁz«;éﬁv fﬂw‘

C. Davidson, Jr, FA _OC
ident Elect
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Tha Honorable James O. Mason, M.D.
Assistant Secratary, Public Health Zervice
Department of Health and Human Services
200 Independence Avehue, 5.W., Roop 716-G
washington, DC 20201

Doar Dr. HMason:

I want to express my personal appreciation to you for appearing
bafore the Select Committee en Children, Youth, and Families at our
hearing, “Caring for New Mothers: Pressing Problems, New
Solutions,® on October 24, 1989, Your testimony was, indeed,
important to our work.

The Committee {s now in the process of preparing the transcript for
printing. It would be helpful if you would go over the enclosed
copy of your remarks te assure that they sre accurate, and return
the trenscript te ue by November 22 with any necessary corrections.

In addition, Representative Thomas J. Bliley, Jr. and 1 are
requeasting that you respond in writing to the following questions
so that thaoy may be included in the hearing record:

QUESTIONS FROM REPRESENTATIVE BLILE’

1. Ta what extent io the fragmented service system itself to
blane as a barrier to comprehensive services?

2. wouid you support administrative consolidation of categorical
programs if the ststes and local governments would agree to
deliver all necessary services in an integrated systes?

3. Az a former state health director, do you think the states are
capable of wmeeting their administrative responsibilities

without all eof the federal oversight that goes with
categorical pregrans?
4. Drug abuse armong pregnant women appears to throaten the

progress we have made in reducing the infant portality rate.
Could you provide us with a breakdown of the programs which
are being funded spocifically target pregnant women in drug
abuse provention and treatment?

m ) P
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QUESTIONS FRON REPRESENTATIVE MILLER
The Adninistxation's Plan to Reduce Infant Hoxtality

We share your deep concern for children and your commitment to
reducing infant mortslity and we otand ready to assist you in Your
efforts. During the Presidential campaign, the President made
promises to improve the health of the nation’'s children and to
reduce infant rortality, specifically:

** 1) mandatory Medicaid coverage for all children with family
inconmes below 1008 of poverty;

¢ 2} phased-in affordable coverage for pregnant women and
infants up to 1858 of poverty and to older children
through & subsidized pronium or & Nedicaid ®wrap-around®
to employrr coverage for dependents;

*te 3) expanded MCH Block Grant teo provide cxtensive health
education and information about  Medicaid and
availability of community pronatal services directed to
pregnant women and case panagement for high-risk
pregnancies;

*¢ 4} *sSufficient™ funding for WIc.

Te date, the President has supported an expansion of Medicaid to
preqgnant women and infants in families up to 130% of poverty.

1. What is the Presideat's plan is to improve child health and
reduce infant mortality? 1Is there a Plan to {mplement any of
the above strategies promised during the campaign?

2. We are in a crisis situatien. The low pirthweight rate
sctbally increassd in 1987, infant mortality is rising in
major cities, and substance abuse is making an r ready
difficult situvation worse. I understand thore is stii® more
we have to learn, but as you testified we have the knowledge
currently to save 10,000 of the 40,000 infants who die each
year. Whau are the Administration’s jmmediate plans to deal
with these crises? How soon will they be implemented?

3. I understand the President anncunced the formation of a
Presidential Task Force on Infant Mortality last summer, wWhat
has the Task Force accomplished so far? What aie the Task
Forca's recommendations to the President? when does he pian
to implement them?

4, Several prestigious panels, including the Institute of
Medicinre, have studied and documanted the barriers «-
financial and otherwise ~- to early prenstal care. There is

ne longer any dispute as to the significance of these
barriers. Each year, there are still over 1 million weomen who
receive inadequate care and this has not changed over the last
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8 yoars. &hat are the Adninistration's plans to overcome the
barricre that pravent so many wonen from getting care and when
will thoy bo fmplemented?

At this point in time, given the drematic slowdown in the
{mprovenment of the infapt mortality rate during this decade, we
have no hope of reaching the Surgeon General's goals for reducing
infant mortality by 1990.

1. when will your agenCy have a plan to reach the Surgeon
General’s new geoale to roduce infant portality and isprove
child health For the Year 20007 What do you expect the plan
te include?

2, Are you prepared to make commitments to reach those goals by
the beginning of the new caentury?

ddnipistration'n Stand on Medicald Expansions

1. Wha~ is the Administration’s position on the legislation
pending {n the House Budgot Reconciliation bill right now that
would phaso~in mapdated Medicald expansions to pregnant women
and infanto who live in familles earning up to 185t of
poverty?

2. If tha Administratien {s now coppooed to more mandates, are
you prepareod to nake commitments te support seriocus incentives
to otates that have not yot, and probably won't, pick up the
current options to extend Medicaid? If yes, what type of

incent{vesn?
Intearptad NCH Sexvices and Administration‘s position en MCH Bleck
Grant expanaion

1 understand you have a long-standing interest in the concept
of “one-stop shopping.®

1. can you elaborate on what yYou mean by ®one=-stop shopping?®
What efforts ic your agency engaged in to encourage such
services?

2. What are You doing now to enhance interagency cooperation and

coordinayion between Nedicaid., MCH, WiC and other relevant
agencies at the Federal Level? dow do you plan to encourage
and i{mprove coordination at tho state and local level? wWhat
is tho federal role?
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3. Rave you ever considered raintreducing support for the very
affective, ®"one-stop shopping® Maternal and Infant Care
ciinics (MIC's) which were more prevalent before the block
grant took effect in 19817 #hy or why not?

As you know, there is also legislation pending that would increase
the Maternal and Child Health Block Grant's authorisation by §100
million and use some of these funds for an infant sDortality
initiative, inclu funds to initiate more Vone~-stop shopping®
services.

1. Does the Administration support thino legislation? why or why
not?

Providex Shortaae

Given the current crisis in the shortage of obstetricians willing
or able to provide prenatal care and delivery services to low-
income women, what does the Adnministration plan to deo to both
improve private physician particigation and exprnd and strengthen
the public heaglth infrastructure in this country so that services
ara available to everyone who r .cis them? when do you plan to do
this?

Family Planning

A significant fimding of the Expert Panel on the Content of
Prenatal Care was that preconceptional services, such as family
planning, should be lonsidered in any strategy to improve infant
health.

1. what ara yYou geing to de to improve access to family planning
services within your agency, especially for ths hardest te
reach groups?

2. Given your commitment to improving integration of maternal
and child hoalth services, and this major finding of the
Export Panel, how would you assure follow-upP services for
roproductive health care aftor a woman gives birth, especiaily
if she loses her Medicald coverage soon after the birth of her
child? What will you do to make sure she can still qet
services? How will one-stop shopping help her i{f she doesn't
hava any way to pay for services?

Subgtange Abuse

Substanca abuse is contriduting to an already chaotic system of
health care delivery for pregnant women, especially in large urban
settings, and seriocusly affecting the health of newborns.
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Congress appropriated money in the drug bill to the Alcohol Drug
Abuse and HNental Health Administration to prevent and treat
subatance abuse among pregnant wonen.

1. Given the important role maternal and child health must play,
and your agency's expertise in sarving pregnant vomen, how and

when do you plan to coordinatae with ADAMHA to implenment these
prograns?

Let me again express my thanks, and that of the other members of
the Committee for your participation.

Sane:ely.

ya ’
. ‘ / ‘
%ﬂﬁz—’ <. k*’fézf{ ﬁ‘(
E MILLER

Chairman
Select Committee on Children,
Youth, and Families

Enclosure
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REespoNsE TO QUESTIONS Posed BY CONGRESSMAN THoMas J, By, Jr.

Q. To what extent is the fragmanted sexvice system itself to
Lisma az a barrier to comprehensive services?

A. The complex and fragmented nature of the health system can
pose a barxier to pregnant women, who may not know the services
for which they are eligible and how to go about obtaining theam.
For that reason, as I noted in teatimony, we are loocking hard
at cne~stop shopping projects ch seek to co-locate health and
social services and allov a woman to estaklish eligibility for
Medicaid and other services at the same time and at the same
location she is receiving health cars.
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Q. Would support administrative consolidaticn of categorical
programs if states and local racents would agree to deliver
all necessary sarvices in an {ntegrated setting?

A. Wa think it £s helpful when all needod services are available
in one location. Through one-stop shopping projects, we hope to
deponstrate that existing programs can be made sasier and mors
convenient to use. These projects would co-locate health and
social servicos at a single site,

e
ot
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Q. As a former state health director, do you think the states
ars capable of meeting their administrativo responsibilities
without &1l of the federal oversight that goes with categorical

programs?

A. Having worked both as director of the Utah Dapartmant of
Hoalth and at the Federal lavel as director of the Centers for
Disease Control, a PHS agency that as you know works closely with
the State health Departments, I can see benefite to both
approaches. I think there might be an approach that allows
states the freedom to make their own resource allocation
decisions while giving them the benefit of technical assistance
from the Federal Government. Certainly as the Assistant
Secretary for Health, I have come tco appreciate the necessity of
data collection from state programs to monitor our national goals
of reducing low birth woight babies and infant mortality.

I B ‘;
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Conld yon pxovide us with a breakdown of the programs which are
being funded which specifically target nregmant women in drug
abuse prevention and treatment?

A.

Q

Saveral initiatives come to mind.

The National Institute on Drug Abuse has designated ressarch
on the developmental effects of abused drugs as one of its
top priorities. In November 1988, they issued a program
announcement soliciting applications for the study of
maternal and paternal drug abuse and ite effects oa the

offapring. That program is being expandad this year.

Am a of the FPresident’s National Drug Control Strategy,
additional support will e ided for ADANHA'S Pregnant
and FPost Partum Yomen and Infanta Demonstration Grant

Program.

Also g8 part of the Naticaal smuF mun md
exis and develop new arseas

on + Batexnal and fetal effects, nns. nnd oth.x
infections.

Finally, additional sati-drug media outrsach activities that
emphagize the dangexs of using illegal drugs gemexally and
*crack” in particular, a=d Gf using drugs during pregnency
will De undesrtaken.

i)
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Response 0 QUESTIONS Posep BY CHAIRMAN GEORGE MILLER

é. Puring the Presidential cémpaign, the President made promises
to improve the health of the nation’s children and to reduce
infant mortality, specifically:

1) mandatory Medicaid coverage for all children with
family &incames below 100 percent of poverty:;

2) phased-in affordable coverage for pregnant women and
infants up to 185 pervent of poverty aud to older
children through a subsidised preamium or a Medicaid
“wrap-around® to amployer coverage for dependents;

3) expanded MCH Block Grant;

4) rsufficient" funding for WIC

What is the President’s plan to improve child health and reduce
;afant mortality? Is there a plan to implement any of these
strategies promised during the campaign?

A. Recent expansions of Modicaid have increased the number of
pregnant women eligible fox services. Effective April 1, 193%0,
the 1989 Title XIX amendments call for mandatory coverage of
pregnant women and childran under age 6§ at income levels up to
133 percent of the Pedaral povexty income level. States have the
option of extending coverage to pregnant women and infants at
income levels up to 185 percent of the Pederxral poverty level, and
to date, 12 States have fully implemented this option.

The recantly enacted amendmants to Title V of the Social Security
Act, the legislation governing the Maternal and Child Health
Block Grant, emphasige the importance of targeting rescurces to
the problem of infant mortality by establishing five new focused
grant categories, raquiring linkage between State programs and
the Year 2000 Public Health Service Objsctives, the development
of a model application form, new data collection and analysis
requirements and the estadlishment of rural and outreach

rams. The Administration has begqun plans for the
implementation of these changes.

The WIC program is under the jurisdiction of the Department of
Agriculture and thus not within this Department’s jurisdiction.
Wa do note, however, that in reaunthorizing the WIC progranm, WIC
eligibility was made adjunct to Aid For Pamilies with Dependent
Children, Pood Stamps and Medicaid. This will speed access to
the WIC program for some women who may lack adequate nutrition

duxing pregnancy.
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Q. We are in a crisis situation. The low birthweight rate
actually increassd in 1987; infant mortality is xising in major
citivs and subdbstance abuse is making an already difficult
situation worsa. What are the Administration‘s immediato plans
to deal with these crises? How soon will they be implemented?

A. In essonce this ancswer is similar to the preceding one. We
must reduce the barriers, financial and otherwise, that pregnant
women encounter in receiving pranatal care. I‘va noted the

Da: ‘s immediate plans to implement the expanded NMedicaid
eligibility provisions recently enacted, and to implement the
legislative changes madae to the Maternal and Child Health Block
grart. some of which will result in efforts targeted to areas
who..: the need is urgent. I‘ve also montioned several of our
effocts aimed at gubstance abure.

But it is important to remembor that there i{s still a great deal
we do not know about the biclogical and behavioural causes of
infant mortality and low birthweight. That is vhy we must
continue to support a ntrnng program of basic and applied
rosearch. Solving the problem of infant mortality is a longterm
endeavor and new knowledge is & necessary tool.
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Q. I underatand the Administration formed a Task Force on Infant
Mortality last surmor. What has the Task Porce acconplished so
far? What are the Task Force's recommendations to the President?
When does he plan to implemant them?

A. Laat susmer, an intexaefa:unental task force addressing
infant mortality was eatabliished at the roquest of the Domestic
Policy Council’s Working Group on Health Policy. The task force
was charged with assessing the nature of the U.S. infant
nnrtalit{ problem and roporting to the Working Group on options
that would reduce infant mortality and improve maternal and child
health. The report of the task force has not yet been finaligzed.

o
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Q. Saveral S:gels, including the Institute of Medicine, have
studied and umented the barxiers, financial and otherwise, to
esarly prenatal care. What are the AMdministration’s plans to
ovarcome the barriers that prevent sc many womsn from getting
care and when will they be implemonted?

A. Recent expansions of Medicaid have {ncreased the number of
pregnant women eligible for services. Effective April 1, 1990,
the 1989 Title XIX amondments call for mandatory coverage of
pregnant women and children under age 6§ at income levels up to
133 percent of the Faderal poverty income level. This will
result in more women being eligible for prenatal care pervices.

But, financial barriers are net the only impediments for pregnant
women‘'s receipt of health ca.e. Some women are not aware of the
services which are available; others are not convinced of the
banefits of prenatal care. Services may be inconvaniently
located or require long waits for appointments.

That is why the Public Health Sexvice is actively looking into
“one-stop® shopping, through pilot projects this Piscal Year.
One is located at the Central virginia Community Health Center,
New Canton, Virginia; the other is based at the Alabama

t of Health. The results of these projects, in
conjunction with information we are gathering from the activicies
of several States will help guide us in the further
implementation of this concept.

Current activities of the Health Raesources and Services
Administration, in particular through the Office of Maternal and
Child Health and the Community and Migrant Health Centers, and
the Centers for Disease Contreol also provide many examples of
ways we are addressing the barriers many women face in receiving
care.

Also, the Hsalth Care Financing Administration and the Office of
Maternal and Child Health have jointly sponsored a project with
the American Collega of Obstetricians and ecologists aimed at
promoting increased provider participation publicly funded
perinatal service programs.
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Gonls for the Year 2000

Q. When will your agency have a plan to reach the Surgeon
General’s goals to reduce {nfant mortality and improve child
health for the yvear 20007 What do you expect the plan to
include?

A. The plan for the year 2000 will be published as a report of
the Public Health Service, rather than as & Surgeon General‘s
Report. We plan to publish this report in July 1990. Xeanwhlle,
a draft of the report has received broad publict review and
comment between September and November 1989, The priority on
maternal and ~hild health proposes new infant mortality
objectives, with a target of 7 infant deaths per 1,000 live
births by 2000 for the population as a whole, and different
targets representing more challenging reductions for minority
populations that are at higher risk.

In addition, there are 53 measurable objectives relating to child
health, arraysed across the 21 priority areas that are proposed
for the year 2000 plan. A strong recommendation from the pudlic
review and comment period {s to add a priority area on child
health; that recommendation is currently under serious
consideration within the Public Health Service.
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Q. Are you prepared to make comuitments to reach thoee goals by
the beginning of the now century?

A. The Federal role in achioving a pset of national objectives is
one of shared responsibility for achievement, not total
ownership. The goals and objectives set for 2000, like those set
for 1990, are developed through a naticnal process, involving
State and local healch agencies, voluntary and professional
associations, and many private prefessionals and consumers of
health care. The Federal govermment, by taking the lsadership in
crafting thie plan, commits itself te playing a significant role
in achieving the targets that are contained in the plan, but it
will only be able to do so in partnership with the other critical
public and private sectors. The geoals and objectives that are
baing set are both realistic and challenging, and they can be
achieved, given commitmant of all relevant resources.
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Administration's Stand on Medicaid Expansions

Q. What is the Administration’s position on_the legislation
pending in tho House Budget Reconciliation bill that would phase
in mandated Medicaid expansions to Pregnant women and infants who
live in families earning up to 185 percent of poverty?

A. Recent passage of the OBRA 8§ legislation provides for
coverage of pregnant women and children under age 5 up to 1313
percent of the Paderal poverty level by april 1, 1390. {The
Administration had proposed coverage of up to 130 percent of
poverty.) This increase begins to address the need for services
among this high-risk population and does not prevent States from
exercising their option te include pregnant women and infants up
to 185 percent of poverty if they possess the means and resources
to do so.

To date, 12 States have fully implemented this option; three
States have implemented up to 150 percent; and two States have
implemented up to 125 percent.
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Q. If the Muinistration {s now opposed to further mendates, are
you prepared to make commitments to mpport serious iacentives to
States that have not yet, and probably won’t, pick up the current
options to extend Medicald? If yes, what type of incentives?

A. The Administration hak® agreed to 3 raquest by the National
Governor’'s Association to postpone proposing any further mandates
until such time as States have an cpportunity to revisw their
respective fiscal positions.

The Health Care Financing Administration’s (HCFA’s) Naternal and
Infant Initietive coordinates several facets of Federal health
assistance in exder to facilitate bettex care. The initiative is
directed by a Steering Commirtee including all NCFA Associate
riministrators and oversses a Task Force of HUFA, PHS, WIC and
Regional Reoressntatives. The initiative's obdjectives include:

o coordinating procedures and efforts of Medicaid, P8S,
Natexrnal asd Child Health State Offices, and WIC programs on
State levels:

o ancouraging full implementation of Medicaid eligibility and
coverage for pregnant women and children;

o encouraging States to conduct cutreach sfforts to those at
high risk;

o increasing provider participation; and,
] ssoouraging use of targsted case mansgement and special
waiver authorities to serve this group.

The NIN Task Force has conducted workshops to sxchange
information, to implement MIH initiatives in States, and to form

detailed xegicnal and State plans,

Visits to States have beent made to assist in making maximum use
of available Faderal rescurces to support their efforts directed
at infant mortality.
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Q. Can you elaborate on what you mean by “onme-stop shopping?”
Khat effgrts fs your agency engaged in to encourage such
servigces?

A. By "one-stop shopping® we mean the co-location or
integration of a variety of health and sccial services in order
to make thase services more convenient for the client. The term
has dbecome the focus of great public attention and debate in
recent months mainly as & result of the work of the National
Commission to Prevent Infant Mortality. The Rationmal Commission
fdentified the difficulty that many women have in gaining access
to quality prenatal care as a major problem of our natton’s
health care system and proposed the concept and practice of
one-stop shopping as a possible solution to part of the access
problem.

He have already begun to Implement ocne-stop shopping
demonstration projects in various sites throughout the country.
Included among these are the foliowing pilot projects.

At the Central Virginta Community Health Center in Mew Canton,
virginia, seven rural counties are developing on-site Medicaid
and MIC enroliment and improving record transfers among clinics
and hospitals. In another pilot project, the Alabama Depariment
of Haalth is working with its Human Resources, Mental health and
Medicaid agencies to integrate financial eiigibility
reculrements. There are also several State projects which we
are studying closely as well as a national advisory committee
which will halp us determine the best practices for one-stop
shopping.
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Q. Nhat are you doing now to enhance interagency cooperation
and coordination betweon Medicald, MCN, WIC and other relevant
agencies at the Federal level? How do you plan to encourage and
improve ccordination at the State and local level? khat is the
federal role?

A. Interagency coordination among Federal agencies such as
those you mentioned has besn a prio ity concern that has
continued to recaive increased attention in recent years. We
fully recognize that it i{s ultimately at the local level where
these programs must come together and direct resources and
provide services to individual clients with very different needs.

Our responsibilities at the Federal level are several: to
develop and disseminate improved research, methods and
practices; to test various approaches to service delivery; to
assure that limited resources continue to be used as effectively
and effictently as possible; to remove cultural, financial and
socia) barriers to participation; and to provide more and more
accurate health information to both consumers and providers.

During the past year a task force comprised of Mealth Care
Financing Administration (NCFA) and Public Health Service
reprasentatives has met to ensure full tmplementation of
Medicald requirements for serving pregnant women and infants.
Tiis Task Force works with NCFA's Matermal and Infant Mealth
Inttiative to ensure that programs address the infant mortality
problem to the fullest extent possible. Jointly sponsored
regional meetings with State representatives are now underway.

The Office of Materna) and Child Health provides support to an
ongoing Medicaid technical advisory group which identifies and
discusses issues of coordination at the Faderal, State and local
Tevel between the Medicatd and Title V (Maternal and Child
Health) programs. Currently under review are State use of EPSDT
data and data matches between MCH, Medicald and vital statistics
racords. ’

Coordination has also taken place over the past few years with
the Department of Agriculture and its nutrition and healih-
related programs. The Office of Maternal and Child Health and
other offices in the public health service have maintained both
forsa) and informal relationships to improve nutrition, share
research findings, promote breastfeeding and develop and
disseminate public information.

A1l of these Federal programs also work with State, local and
private organizations which have related missions. Through the
Nationa! Governors' Association, for examele, the OMCH is
providing assistance to States concerning implementation of the
expanded Medicatid options now available and the integration of
these alternatives with relevant State programs.

Meetings, conferences, joint publications and seainars have also
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taken place between one or more of these Federal agencies and
private foundations such as the Katser Foundation, the Robert
Nood Johnson Foundation, the Washington Business Group on Health
and the Association of Maternal and Child Health Programs, as
well as most m%or national and internatfonal professional
assocfations, all with the general purpose of Improving program
coordination and cooperation.
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Q. Have you ever considersd reintroducing support for the very
effective "one-stop shopping® Maternal and Infant Care Clinics
(MICs) which were more prevalent before the block grant took
effect in 198]. Nhy or why not?

A. There was nothing in the 198! bluck grant legisiation that
prevented States from continuing support for Maternal and Infant
Care (MIC) projects, as well as similar models of comprehensive
services for pregnant women and infants, after the
implementation of the Jegislation. Manv States did, in fact, do
Jjust that, although under a variety of names other than the
older NIC label.

States continue to have the flexibilty to fund projects 1ike
the MICs through enhanced Medicaild services now available as a
result of recent changes enacted tn that legislation.

L I
. .

ﬁ“&f.{;‘



217

Q. As you know, there i{s also legislatlion pending that would
increase the Maternal and Child Health Bleci Grant's
authorization by $100 million and use some of these funds for
an {nfant mortality initiative, including funds to initiate
more "one-stop shopping' services.

Does the Administration support this legislation? Why or why
not?

A. A series of amendments to Title V of the Social Security
Act was recently passed by the Congress. Among the amendments
is a renewed emphasis on efforts to reduce the nation's
unaccAptably high rate of infant mortality through a variety of
appreaches.

Included among these are: £ive new discretionary grant
categories; a connection between State programs and the

Year 2000 Public Health Service Objectives; interagency
coordination; simplified access to providers through toll~-free
nunbers; limits on administrative expenditures; common
application requirement; payment of National Health Service
Corps personnel with State Title V funds; sgeclal emphasis on
data collection and analysis; and the establishment of special
rural and outreach programs. The Administration has already
begun to plan for the timely implementation of these
legisliative changes.

One~stop shopping, while aot receiving a separate, categorical
authorization in the new legislation, may still figure into
demonstration plans at the State and local levels. Additional
Federal demonstration projects may be supported assuming
sufficient funds are appropriate.
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Provider Shortage

Q. Given the current crisis in the shortage of obstetricians
willing or sble to provide prenatal care and delivery service
toe low~income women, what does the Administration plan to do to
both rove private physician participarion and expand and
strengthen the public health infrastructure in this country so
that services are availsble to everyone who needs them? When
do you plan to do this?

A. The shortage of obstetricians, due in part to the crisis in
the malpractice insurance industry, hag not gone umnoticed by
the Administration. Various agencies withi . the Department

of Health and Buman Services and in other Departments and
independent agencies, in cooperation with the {nsurance
industry, private foundations and professional associations,
have dedicated significant resources to the study of this
problem.

Most recently, this topic has also attracted the attention of
representatives of various organizations who participated on
the Institute of Medicine's Committee to Study Medical
Professional Liability and the Delivery of Obstetrical Care.
The Committee's report, which recognizes the shortage of
obatetrical care, especially for low income women, includes
recomnendations for alternatives to the current tort systenm,
funding of projects to seek solutions to the problem, a
national database on malpractice claims and study of
technological advances in cbstetrical practice.

Also, the Health Care FPilnancing Administration (HCFA) and the
0ffice of Maternal and Child Health (OMCH) have jointly
sponsored a project with the American College of Obstetricians
and Gynecologists (ACOG) eimed at promoting increased provider
participation in-publicly funded perinatal service programs.
Guidance on provider issues for both obstetricians and Medicaid
programs wilg be developed in this project, as well as efforts
to encourage medical students and residents in
obstetrics/gynecology to consider careers in public health.
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Family Planning

Q. What are you going to do to Lxuzmve access to family planning
sorvices within your agency, aespecially for the hardaest to reach

groups?

A. The Public Health Service provides family planning care foxr
abont ¢ millsfon women annually under the authority of Title X of
the Public Hoalth Service Act. Eighty-five parcsnt of these
woman are low income; one third are adolesceants; and two thirds
are younger than 25 years of age. In oxder to further reduce
baxriers to care, the Deparxtment of Health and Human Services has
proposed that the Title X program be reauthorized as a State-
administered program.

Such a Statg-administared program would promote broader access to
family planning services by allowing for State and local input
into decisions about where family planning sexrvices should be
located and how services should be offerad. A state-administered
program would also allow for better integration of family
planning services with other health care services provided by
State and local health agencies, such as the maternal) and child
health sexvices supported under the authority of Title Vv of the
Social Security Act.

25077 0-90 - 8
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Q. Given camnitment to improving integration of maternal
and child health services, how would you assure follow-up
saxvices for re ctive health care after a woman gives birth,
espacially if leses Medicald coverage scon aftex the birxth of
her :nuga What will you do to make surs she can still get
sexvices

A. A State-administered family planning program will, by dint of
its sultability for integration with other services, tend to
reduce the n of woman who suffer gaps in service in the
post-natal period. BEven i€ a woman should lose her Madicaid
aligibility after the birth of a child, she wounld still probably
be eligible for subsidiszed care under Title X which provides for
free family planning sexvices for low-income parsons, and
requires that chargss ba adjusted according to a sliding fee
scale for persons with somewhat higher incomas.

Perhaps the largest odbstacle which ts the continuation of
family planning care is widespread ignorance of the fact that
farmily plumng sexvices are still needed and available for women
who are sexually active in the post-natal period. PFortunately,
informing women of the nsed for post-patal contraception {s now a
routine part of the hospital dischaxrge process for most obstetric
patients., Implementation of the Department‘’s gmponal for a
State-administerad family planning program will help to ensurs
that wopen receiving prenatal cars or well baby care fronm
maternal and child health programs mana by State and local
health agencies are provided on-gite information about family
planning as well.
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Substance Abuag

Q. Substance abuse is contributing te an alxeady chaotic systam
of health care delivery for pregnant women, especially in large
urban settings, and sexiously affecting the health of newborna.
Congress appropriated money in the drug biil to the Alcohol, Drug
Abuse, and Nental Health Administration to prevent and treat
substance abuse among pregnant woren.

Given the important role maternal and child health must play, end
your agency‘s expertise in serving pregnant women, how and when
do you plan to coordinate with ADAMBA to {mplement these

programs?

A. Associated with the current drug crisis is s new phencmencn
of large numbers of drug abusing pregnant women. MNore attention
must ba paid to determmining the extent of the problem in women,
the impact on their children, and to the development and delivery
of safe and effective treatments. The Public Health Service
(PHS) agencies address this need in three broad, interreclated
areas: (1) Knowledge Development; (2) Developmant of Outreach
and Treatment Models; and {3) Enhanced Treatment Capacity.

Monies appropriated by Congress will support the following ADAMHA
efforts in PY 1990:

ADAMEA will provide an additional §51 million for the treatment
of substance abusing pregnant and postpartur women and their
infants through demonstration projects funded by the Office for
Substance Abuse Prevention (OSAP) Model ¥rojects for Pregnant and
Post-Fartum Women and Their Infants Program and by NIDA
demonstrations.

Also, some portion of the $135 million preliminary budget for
ADAMHA ‘s nBwly crsated Office of Treatment Improvement (OTI) will
fund additional services to prsgnant and post-partus women and
their infants.

In addition, $24 million will be provided for researxch to be
supported by ADAMHA‘s Maticnal Institute on Alcohol Abuse and
Alcoholism {NIAAA) and National Institute on Dxug Abuss (NIDA}

Treatsent research ans. These programs will examine the
extent and potential consequences of maternal drug abuse on
offspring; develop imp: ways to enroll and retain drug

abusing pregnant and pest-partum womsn in treatment; and evaluate
and develop improved tresatment methods for substance abusing
pregnant and post-partum women and their infants.

In addition to the above activities, ADAMHA addresses the noeds
of this population through a variety of broadly focussd programs
such as the Alcohol, Drug Abuse, and Montal Hoalth Bervices
{ADMS} Block Grant, including its mandated Sat-Aside for Women.
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Ms. Sarah S. Brown
3503 Quebec Street, N.W.
Washington, DC 20016

Dear Ms. Brown:

I want to express my personal appreciation to you for appearing
bafore the Select Committee on Children, Youth, and Families at our
hearing, "Caring for New Nothers! Pressing Problamg, Now
Selutions,™ on October 24, 1989, Your testimony was, indeod,
important to our work.

The Committes {8 now in the process of preparing the transcript fer
printing. It would be helpful if you would go over the enclosed
copy of your remarks to assure that they are accurate, and return
the transcript to us by Novexber 22 with any necessary corrections.

In addition, Representative Thomas J. Bliley. Jr., has requested
that you respond in writing to the following questions so that they
may be includad in the hearing record:

1. In an article earlier this year, you vrote:

®poor rates of participation in prenatal care reveal that the
American maternity cere system {s fundamentally flawed,
fragmentad and overly complex...."

*Although & nev [maternity care] system might build upon
existing arrangenents, long-tern solutions reguire fundamental
reforms, not incremental changes in current programs.®

Would you consider the consclidation of categorical programs
as part of this needad refora?

2. Should we considar funding only those programs which previde
parental cars as part of an integrated setting?
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; Let me again express my thanks, and that of the other menmbars of
: the committee for your participation.
- Sincaraly.
Y
G MI
Chairman

Select Committee on Children,
Youth, and Fapilies

Enclosure
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DEC 71 108

NATIONAL FORUM
ONTHE FUTURE OF

Children
Famulies

December 15, 1989

Honorable George Miller

Chairman

Select Committee on Children,
Youth and Families

385 House Office Building Annex 2

Washington, D.C. 20515

Dear Honorable Miller:

Thank you for passing on the add{tional questions of
Congresoman Bliley.

I rospond as follows:

1. In theory, the consclidation of programs helps to raduce
the fragmentation. I allude to in the article you gquoted,
Howaver, past history teaches that consolfdation {s often
accoxpanied by net funding reductlons--a pxespect which s
chilling, given the growing need for well-financed human services,
Funding, of course, needn't necessarily decroase (f programs ate
dravn togesther, but it’s a danger to which ome must be &lare.

Another concern is that extent to which workers at the
compunity level redefine their jobs following program
consolidation, It £s not unusual for administretive and
organizational barriers to remain even after funding streams
simplify. This problem simply reflects history and human nature, I
suspect. The point {s simply that {t takes time and hard work to
really make programs work together, and that on-going monitoring
and technical assistance is often required.

With thess caveats {n mind I remain an advocate of
consolidating categorical programs.

2. Glven rhe great variations across communities, and the
peculiarities of local conditions, I'd always be reluctant to say
that fedoral funds should only flow to programs that have a full
complement of comprehensive sarvices on site. In some instances,
referrals are the best (or most feasible) way of helping pregnant
women; DOTEOYRr, mAny pregnant women need only minimal care and {t

NATIONAL RESEARCH COUNCIL INSTITUTE OF MEDICINE
2101 Constitution Avenue, NW, Washingron, DC 204618 (202)334-1935
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{s net cost-effective to have all back-up services instantly
available. Nonetheless, there should be reasonable availability of
suppert care and ancillary services, 1f only on a referral basis.
Thus the test of program “"worthiness® {s not that evervthing is
available to everybody instantly in one place--altheugh such
comprehensiveness {s always nice--but that the refirral network is
very well-developed, efficient and humane, so that with minimal
inconvenience, a high-risk woman can receive the compiechensive care
she needs,

Please let me know {f additional responsas would be helpful.
Sincerely,

(44#( /ﬁzaw»

Sarah Brown
Study Director

L5
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Joan Ebarly, R.N.,, M.FP.H.

Diroctor of Perscnal Health Sarvice
Berrien County Health Department
769 Piposton

Benton Harbor, Michigan 49022

Dear Ms. Eberly:

I want .o oxpress my porsonal appreciation to you for appearing
bafere the Select Committee on Children, Youth, and Families at our
hearing, “Caring for Now MNothers: Pressing Problems, New
Sclutions,™ on Octobsr 24, 1989, Your testimony wase, indeed,
important to our work.

The Compitteg is now in the process of preparing the transcript for
printing. It would be helpful {f you would go over the enclesed
copy of your remarks to assure that they are accurate, and return
the tranpcript to us by Novembor 22 with any necessary corraections.

In addition, Representative Thomas J. Bliley, Jr., has requested
that you respond in writing to the following questions so that they
may be {ncluded in the hoaring record:

«@at are some of the administrative problems you face with
~utegorical programa?

2. How doas the federal ard state organizational structure affect
local serxvice delivery?

3. At tha end of the project, Berrien County had a lower infant
mortality rate than the stavewide rate. What has the state
done since then to impact the infant mortality rate?

4. Te what extent do eligibility requirements vary from program
to program?
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lot mo again express nmy thanks, and that of the other mambers of
the Conmittee for your participatior.

- si R
R G M1
Chairman

Salact Committee on Children,
Youth, and Faniliecs

Enclosure
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Responsk 70 QUEesTIONs Posep sy CoNcressmMaN THomas J. BLILEY, JR.

November 29, 15729

U.S. House of Representatives

Select Committee on Children, Youth and Families
Thomas J. Bliley, Jr., ¥irginia

Ranking Minority Member

385 House Office Building Annex 2
Washington, DC 20515

Dear Representative Bliley:

This is my first day back in the office since the letter
arrived with the additional questions you would like
answared. Hope I haven't missed the deadline so they may be
included in the hearing r-cord.

1. What are some of the administrative problems you
face with categorical programs?

Categorical programs usually focus on well defined
health problems which miss the broader health
issues of an individual or family and in the
strictest gense ignore the existence of other
related services that could benefit the individual
or family. Staff from one program cannot assist in
another program, aven though one may have down time
due to "no shows* whila another may be jammed.
There is frequently duplication in record keeping
and data vreporting. It geems that each year there
are sdditional budget columms and plans that are
required. All must be sdminiatered independently,
which adds to the mansger's worklosd. WIC and DSCC
are initiating a single computerized information
and mana§ement system that will not interface with
our local computerized system,

2. How does the federal and state organizational
structure affect locsl service delivery?

The organizational structure st the Feders! and
State leval are cateﬁcrical and reflect tunnel
vision as far as any other related programs are

PLEASE REMLY TO:

O ] i}
1708 N, Frot Strest T Frpsstona /0. Box 18 £33 Was! Sultaro Street
Nige, Michigen a120- Senton Hardbor, MICNJAN AXQ20T08 New Bufisio, Miohioes a117.4831
818 /8542000 SR8 A/ A
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concerned . They wmay exist in different bureaus or
divisions and even display adversarial or
competitive relationships, i.e. we have AIDS
located in our Sexually Transmitted Risease
Program; however, &t the State level the 8.T.D.
Program {is in the Burean of Laboratory and
Epidemiology, whose Burean Chief said no staff
funded by §.T.D. funds can deliver AIDS services.
AIDS is situated in the Center for Health Promotion.

3. At the end of the project, Berrien County had a
lower infant mortality rate than the statewide
rate. What has the state done since then te impact
the infant mortality rate?

The state has targeted Berrien County for Infant
Mortality Initiative Funds. But they do come teo us
with resgtrictive use that doces not allow us
flexibility 4in meeting our local high risk needs.
They alsc change definitions from one year to the
next so that a service we initiate one year does
not meet the next year's criteria.

b To what extent do eligibility requirements wvary
from program to program?

~ WIC (Department of Agriculturz) is 1851 of
poverty. Teens gust gqualify according to
parents income. Very strict instructienus.

- Prenatal Care - Medicaid - 1851 of poverty
where all teens qualify because they are teens.

- Family Planning ~ 1502 of poverty

- K.P.S.D.T. ~ 100% of poverty - excluding the
wotking poor families that have no third party
maedical Insurance.

- D.S.C.C. - financial eligibility allows for
flexibility of family income - see attached.

Hope this information has helped.

Sincerely,

Director of Personal Health Services

JE:bm
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Ms. Kathy Ruscitcto

County Administrator for Human Services
County of Onondaga

John H. Mulroy Civic center

421 Montgomery Street

Byracusa, New York 13202

Dear Na. Ruscitto:

1 want to express my perconal appreciation to you for appearing
before the Select Committes on Children, Youth, and Families at our
hearing, *"Caring for Rew HNothers: Pressing Problems, New
Solutions," on October 24, 1989. Your testimony was, indeed,
ixportant to our work.

The Committat is now in the process of preparing the transcript for
printing. It would be helpful if you would go ovar the enclosed
copy of your remarks to assure that they are accurate, and return
the transcript to us by November 22 with any necessary corrections.

In addition; Represeontative James T. Walsh of New York, has asked
that and Dr. James Milier respond to the following questions
in writ subaitted the following questions so that thay may be
included in the hearing recoxd:

1. In your estimation what has led to the rising infant mortality
rate in Onondaga County, and (s it primarily drug related?
Are these deaths due to low Dbirth waight or are they
attributed to other factors?

2. If improved coordination among services seems to be the focus
of your raconmendations, where should the leadarship stem
from, governrzent- schools~ comwunity?

3. what is the relationship betweon teen pregnancy and infant
sortality?

4. In the report on Access to Health Cars and the visit to
Tolede, vhio, there was axtenaive discussion regarding the
relationship betwean hospitals and services. The report seems
to mupport merging hospitals clinics and social service

:toﬁoxl';.s. What obstacles do you envision in isplementing this
e
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5. It would seem to me that the federal government needs to work
with the states to ensure that maternal and child health care
is available, but more importantly that it is accessible,
What other obstacles have you identified related to access?

Let ne again express my thanks, and that of the other members of
the Committee for your participation.

Chairman
Select Committee on cChildren,
Youth, and Families

Enclosure
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DEC 4 288
COUNTY OF ONINEAAA
b biond m“.c,‘m‘;;fgmm ame oo s

Docember 5, 19289

George Miller

Chairman

Select Committae on Children, Youth and Families
385 House Office Bullding Annex 2

Washington, DC 20515

Dear ¥r. Miller,
RESFONSE TO QUESTIONS SUBMITTED BY CONGRESSMAN WALSH

1) In your estimation what has led to the rising infant mortality
rate in Onondaga County, and is it primarily drug related? Are
these deaths due to low birth weight or are they attributed to
other factors?

During the next several months we will carefully anslyre the deaths
of 4dnfants that have occurred in Onondaga County. Our initial
beliefs are that we will find a high correlation with maternal age,
incame, lauk of prenatal care and peor f.llow-up care during the
first year of life. In addition we will rategorize the exact causes
as cited on our death certificates.

2} If Amproved coordination among services seems to be the focus of
your recommendatcions, where should the leadership stem from,
government~ scheols- community?

At this tinae, County governmant is providing the leadership. In
order to be effective there must be direct involvement with schoels
and community agencles. Government services such as WIC, Medicaiq,
Food Stamps, Well-Child, Day Care Subsidies, and TASA (Teen Age
Services Act) must be coordipated with schools and community
agencias to be effective. For example: This summer a team from our
Dopt. o©of Social Services went inte a local high school to register
students who might be eligible for Day Care Subsidies. In one
merning thirty students were registered at once. This spring we will
be co~locating with a local hospital’'s CB-GYN clinic to provide
on-site application, case management and follow-up services.
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1) what is the relationship between teen pregnancy and infant
mortality?

The relationship between teen pregnancy and infant mortality will
prove to be linked. Teen pregnancy is gonerally charactarised by
late or little prenatal care, and therefore law birth weight. As
concerned as we are for infant deaths, we must be equally concerned
about the long term effects on the health of low birth welght
infants. Case managament services must Dbe stressed for this
populatica to ensure they seck and receive prenatal care.

4} In +he report on Access to Health Care and the viasit to Toledo,
Quio, there was extonsive discussion regarding tha relationship .
between hospitals and services. The roport seems to support
merging hospitals cliniecs and social service efforts. What
obstacles do you envision in implementing this model?

The obstaclas we expect to entounter include:

- lack of reimbursement for cutreach services;
- lack of Medicald eligibility and cuverages
- 1imited local funds to establish new models.

The pogitives we have already encountered include:s

= - interest on behalf of all cosmunity agencies in coordinating
services:

- securing of several State grants to pursue studies in this areas

- local planning efforts have already encouraged changes to enhance
the system.

5) 't would seem to me that the federal government needs to work
@ th the states to cnsure that maternal and child health care is
asatlable, but more importantly that it is accessibla. what
other obstacles have you identified related to access?

The eligibility and coverage avallable through Medicaid must be
expanded and simplitied to ensure women will seek prenatal cara. We
are oxploring instituting an additional Medicaid BMO, as well as
working with the Medical Society to devalop a rotation system for
Medicaid clients to expand the number of participating physiclians.

Sincerely. D=

Kathryn H. Ruscitto
County Administrator-Human Services

KHR:wlo

. Q

i
ERIC ;

s

YAFullToxt Provided by ERIC
T




234

PREPARED STATEMENT OF JONATHAN J3. Korcn, M.D, M.P.H, Cuamr, Counci, on
MATERNAL AND CisiLn HeALTH, NATIONAL ASSOCIATION FOR PuBLIC HEALTH Pouicy
Cuarrr Hii, NC

CARING FOR NEW MOTHERS: PRESSING PROBLEMS, NEW SOLUTIONS
JONATHAN B. KOTCH, M.D.. M.P.H.

Thank you for the opportunity to submit written testimony on the subject of barriers to
matemity care. ! commend the Select Committee for addressing this issue under the rubric of
“New Solutions.” Indeed, drastically new initiatives are called for if the United States is cver 10
join the ranks of other industrialized countries which have continued to improve their low
birthweight and infant mortality rates s the 1980°s while thase of the U.S. have remained
essentially stagnant. On the very day that the Select Committee was holding its hearing in
Washington, D.C.. October 24, 1989,  was privileged 1o be present at the American Public
Health Assucia:ion‘s presentation of the Young Matemal and Child Health (MCH) Professional
i the Year Award to Dr. Samuel Kessel, Director of the Division of MCH Program
Coordination and Systems Development, Bureau of MCH and Resources Development,
USDHHS. At raat session, Dr. Vince Hutchins, Deputy Burcau Director and head of the Office
of MCH, reluciantly announced :hat the standing of the U.S. among the world’s developed {and
not so developed) counties i infant montality had slipped to 22 despite the efforts of all of us at
federal, state, and local levels. A new solution, therefore, is urgently required.

In examining barriers to care, health services research people distinguish between system
barriers and client barriers. Defensive providers resort to excuses for failing to enroll pregnant
women in early prenatal care by citing charactics of the women. Undoubredly there are such
characteristics, but lack of education, lak of information, lack of transportation, even lack of
motivation are not inherent among such women but are themselves social problems. It is
unlikely that a health service provider can overcome decades, if not generations, of poveny,

discrimination, and injustice.



235

Health providers snd policy makers can address system problems. In this brief testimony I
would like to offer a radical proposition, namely, that Medicaid is part of the problem, and not
pant of the solution. We will soon be “celebrating” the 25th anniversary of Medicaid, yet during
that period, the status of the U.S. infant montality rare relative to those of other developed nations
of the world has declined. The availability of providers willing to accept indigent pregnant
women has declined, while the number and proportion of Americans uninsured for medical
expenses, particularly those Americans in their prime reproductive years, has gone up. Teeasge
parenthood and single parenthood, two risk factors associated with risk of low birthweight and
infant mortality, have also gone up. These are evidence of system-wide failure, yat we continue
to consider piecemeal solutions which only tinker at the marging, solutions which have failed at
every step to keep up with the pace of deteriorating circumstances smong the weakest and most
vulnerable of our population.

Because of the dearth of evidence to explain why Medicaid is part of the problem, I can
only speculate. One probable cause is that no reimbursement program can address the need to
reverse the decline in available providers. Reimbursement systems assmumne that the providers are
out there, and that they will accept the reimbursement. In the case of Medicaid for pregnant
wormnen, the evidence shows that neither of these sssumptions is correct. It is clear that,
regardless of the level of reimbursement, a substantial number, over half at the present time, of
private providers of obstretrical care refuse to serve Medicaid clients, This may be in part due to
unfounded fears of suit in the case of a bad ourcome, but it is likely that many obstetrical
providers in the private sector just do not feel comfortable with indigent clients, and they know
that their paying customers would undoubtedly feel uncomfortable sharing a waiting room with

poor and minority women.

o)
i":a
prat



236

A second probable explanation of why Medicaid is pant of the prablem s precisely that the
services provided by Medicaid providers are not appropriate for the particular needs of Medicaid-
eligible wornen. There is some evidence that women on Medicaid do less well that indigent,
non-Medicaid women. in Nonth Carelina, Dr. Paul Buescher published in State Center for
Health Statistics Studies No. 39, March, 1986, that the risk of Medwaid women having low
birthweight babies was more than twice as great as that of a statistically comparable population
receiving prenatal care in a public health department.

A third probable explanation of why Medicaid may be mart of the problem is that focussing
on payment for prenatal care blinds us 1o underlying causes of the low birthweight and infant
mortality problems which occur prior to conception. Analyses of public programs to reduce low
birthweight and neonatal mortality by Joyce, Comman, Grossman and others have demonstrated
that the cost-effectiveness of access to family planning services, including abortion, exceeds in
some cases that of eardy access to prenatal care. The social agenda of political feaders inthe
1980°s has precluded consideration of the role of barriers to family planning services in our
relative increase in infant death compared to other developed countries,

Since 1963, we have had a model of a successful medical care program for reducing low
birthweight and infant mortality, namely, the Maternal and Infant Care Projects (MIC). These
projects, whose 25th anniversary can and will be celebrated in New York in December,
demonstrated that comprehensive, coordinated, community -based services, utilizing mid-level
providers including nurse midwives, offering care for the entire reproductive cycle without
onerous eligibility screening, can reduce low birthweight and prematurity for low income,
pregnant women at reasonable cost. The forces of cost containment and New Federalism have

atternpted to replace these service-oriented models with the failed reimbursement models we are
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left with today. The time has come to admit that, in the case of care for women and children, this
expedient is crying out for a "new solution.”

That new solution is Universal Matemity Care. The Council on Mrtemal and Child Health
first proposed Universal Matemity Care in 1982, Since that time, many other organizations,
including the Americal Academy of Fediatrics and the National Commission ro Prevent Infant
Mortality, have adopted the slogan of universal access. However, the question, "Access to
what?” remains. The Academy's plan offers access fo insurance. not access to care. The
Commission has called for assuring universal access ta care, but doesn’t offer any mechanism for
guaranteeing that women in need actually get care, In order for that to occur, government must
be ready and willing to provide services where they do not exist or where they remain
inaccessible to poor women. The Council on MCH proposal wouid replace Medicaid with &
single payor in each state, expand the availability of services by enfranching non-physician
providers, create a single matemity care system while taking advantage of a variely of provider
organizations, create standards of care and surveiliance of outcomes, and provide for a federal
role in guaranteeing receipt of services. If matemity care is to be truly universal, it must be
stripped of the stigma associated with means-tested welfare programs. Going to early prenatal
care should be not be any more difficult than going to kindergarten. It is no less important,

Thank you again for the opportunity to submit this testimony. A copy of "Principles of

Universal Matemity Care” is attached.
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NAPHP NATIONAL ASSOCIATION FOR PUBLIC HEALTH POLICY

208 Meadowood Drive South Burlington, Vermont 05403 (802)658-0136

Milton Termis
Prevident

Allen N. Koplin
Vice-Presrdent

Nancy Rudner-Lugo

Secreiary
Susan S Addiss

Treasurer

Principles of Univarsal Matemnity Care
Council on Matermal and Child Healih
National Association for Public Health Policy
October 30, 1987

Eligibility.

I.  Every pregnant woman wn the United States must be guaranteed access to comprehensive
matemnity and infans care regardless of location or ability to pay.

Services.

1. Comprehensive maternity and infant caxe services, for the purpases of this proposal, are the
full range of matemity care services, including but not limiied to casly and continuing
prenatal care, medical, psychosocial, educational and nutritional services, and postpartum
care including family plunning services, as well as in-patient neonatal services and well

child services up to the 18th month of life.

COUNCIL ON MATERNAL AND CHILD HEALTH
CB# 7400, Rosenan Hall, UNC-CH. N.C. 27599-7400
Jonathan B. Koteh, Chatr, Rosemary Barber-Madden, Vice-Chair, Marge Quuriconi, Secretary
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Providers.

I

Pragnant wamen must have choice of providers from among all licensed medical and healith
providers including both physicians and certified nurse midwives as well as from among
organized providers of prenatal care such as health departments and community health
centers.

Pregnant women must also have th= ability to deliver in an appropnate, licensed location

including both JCAH-certified hospitals and accredited birthing centers.

Financing.

L

Medicaid eligibility, for the purposes of matemity and infant care, will be nationally
mandated at 185% of poverty for the pregnant woman and her unbom child. Income, not
family structure, employment, assets or other tests of means, will be the only consideration.
A sliding scale for the purchase of Mearcaid coverage by families with incomes between
185 and 2509: of poverty will be established.

All federally qualificd employee health benefit plans must be required 1o offer first dollar
coverage for matemity and infant care benefits without co-paymen: or deductible.
Employer and employee contributions *o this coverage will be tax-deductible.

All employers of 10 or more employees will be required to offer a health insurance benefit
plan covering maternity and infant care, including the the option of purchasing the partially
subsidized Medicaid pian for low wage workers.

Employess currently providing matemiry care benefits will be required to maintain those

benefits at the same level.
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6. Fedeni-state matching funds via the MCH Block Grant will be required to provide the
fesources fecessary to cover pregnant women who are uninsured, i.e.. without either
Medicatd or a private matemity care plan.

Reimbursement.

1.  Provider reimbursement wiil be based upon an annually negotiated payment adequate to
cover all routine and medically indicated care. Such payment may vary according to
medical nisk and among medical market ateas and categones of providers.

2. Each state will establish a quasi-public fiscal intermediary. the Maternity and Infant Care
Trust, funded through premium payments from all parncipating public and private sources
of matermity and mfant care coverage, which payments will be based upon e actuad
matemity care expetionce of tie purncipaing thied pasiy puyois,

3 Praviders will be guaranteed timely reimbursement at 100 of the negotiated fee levels, and
hospitals well be guaranteed full retmbursement for the actual cost of mutermty and neonaral
CAre services.

Liability.

1. Providers will be causidered agents of the state when caring for women and infants
participating in the maternity and mfant care plan, with the protection from st that such
status implies as Jong us they provide an acceptable level of care.

Administration.

1. Federal admnistration of the program will be the responsibility of the Office of Matemal
and Child Health, Burean of Matemal and Chuld Health and Resources Develepment,

USDHHS.

A1 d)
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The Secretary of DHHS will establish a national advisory board with the author’ v t0
recommend minimum standards of care for pacticipating providers and hospitals. In those
cases where state standands are more stringent, such state standards would apply.

State Health Depanmenis will be responsible for the certification of participating providers
and hospitals, for the enforcement of standards, for data collection, and for that technical
assistance, consultation, and continuing cducation necessary for assuring that resources
required for the provision of services to all pregnant women and infants in need are
available in a timely manner,

MCH Block Grant funds, ear-marked for this purposc, will be required to provide necesary

incentives and resources to guarantee that serviees are available when and -vhere needed.
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PREPARED STATEMENT OF SANDY JONES, CONSULTANT TO FRIENDS OF THE FAMiLY,
BarTiMorE, MD

{Sondy Jenex is a nationally known consulian? on services 10 parents. Ske is the quthor ¢f six
publishied books on parcating, inclading To Love a Baby which wen the "Distinguished Contributor
Citation” of the Notloral Medla Awards of the Amerlcan Psychological Association. Har full report
which examines sesrvives to Baltlmore's indigent parents and modd progranis for serving them
ratianwide is entitled MOTHERS, FATHERS AND BADIES: A WORK'NG PAPER ON THE ISSUES FaCING
Bu.TiNGRS'S YOUNG, LOWINGOMS FAMTLISS. It wil be published in January, 1980, by Friends of the
Femily (2300 N. Charles St., Sth Foor, Beltimere, MD 21218} }.

1 was commissioned last year by Friends of the Family, & non-profit organization which
offers technical support to family support centers in the State of Maryland to study services
10 pregnant women, children 0-3 and their familles in the City of Baltimore. The funds for the
study primarily came from local foundsations including the Abell Foundation,

The defivery of heaith services to pregnant women, infants and their mothers in
Baltimore is of serious concern. In 1984, Maryland’s infant mortality rate was 11,1 deaths per
1,000 live hirths.! A racial disparity was evident ~ 166 per 1,000 for black babies, but only 9.0
per 1,000 far white hables. The state was ranked as having the 10th highest infant mormlity
rate in the nation, while, ironically, {t had the 7th highest per capita income.! In 1986, the C-
ity of Baltimore had the higlest white infant mortallty rate in the nation for cities with 500,000
or over. The rate was 16.2 deaths per 1,000 live births in comparison to 11.7 for the state. The
rute for white infants was 12.6 per 1,000 live births, but for black infants it was 18.2 per 1,000,
Of the 255 hahies who died during their first year in Baltimore in 1987, 78% were black.

Provisiona! figures for the city in 1987 show that the overall infant mortality rate has
risen to 189 deaths per 1,000} The infant mortslity rate in Rosemont & mostly black
community, and one of the clty’s poorest sectors is 29 per 1,000 ~ making survival more likely
in Trinidad, Cuba, or Jamaica, then in Baltimore.

A study of indigent black women in Chicago by Dr. Kathryn Vedder of the Iilinois
Schirol of Public Health {found thet women between the ages of 25-35 were more likely to have
& higher incidence of fufant mortality than were women {n their teens. White women in that
age range, on the oter hand, wers more likely to have good birth outcomes.

Similar outcomes were found for Maryland. A survey conducted by Peter Shafer, Staff
Specialist of Maryland's Maternal and Child Heslth at the Division of Health Systems
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Financing Adminisiration of babies in Maryland's Medicaid Program who have engendered the
highest costs in nconatal intensive care units found that indigent pregnant women in their 20's
with more than one child, may bs mors at risk for serious outcomas than adolessant mothers.*
The highost percentage of extremely high risk babies (50%) ware bosn to Baltimare women
whom21-3&\4uhan§vmc£mmhommmmwﬂmofm‘
Mmupammmmwmhawmbkmtcmmthmenedﬂﬁinmemt.mfar
more Kkely to give birth to high-risk infants than first time mothers, 67% hsd more than one
childmmmttcn%mweﬁsmmmmeﬁmmWhﬂe&S%ofmemmdy
high risk infants were blast and only 17% were white.

Even though sixty-sight per cent of the women coid be terined as having an adequate
numbers of medical visits, Shafer points out that the problem may not be so much a lack of
cure us the inherent Inadequacy of care. Tt could be noted that the majority (56%) of the
bubies had been bom to mothers who received their care in hospital-based clinics, Clearly, the
66% divergence between the number of highly at-risk black babies in contrast to white bables
in Shafer's survey would indicate serfous inequities in healtheare delivery and socioeconomic
support that need to be addressed '~ our ciry,

Low-income mothers should be considered at risk of physical maladies and poar
outcome. Dr. Janet Hardy, Professor Emeritus of the Johns Hopkins School of Medicine
found that 53% of young, low-income, multipsrous mothers in her Baltimore study reporiad
being anemic, and 17% of them reported that they went Rungry at times during pregnancy
because of insufficient food.*

Yet, when one interviews administrators ¢ health care programs in the city, it is clear
that they fael that the services available to Baitimore's indigent mothers is adequate, and that
it s the patients themselves who are non-compliant and do not waat to avail themselves of
the care.

Dr. Hardy disagrees with that stance. She stated In an interview in March of 1989
"Baltimore has medical services fo. poor famfilies, and some are very good. But, for the most
part, services are desperately inadequate in terms of meeting the need, If they were adequate,
peaple wouldn't be having unwanted children. If they were sdequate, people would be getting
WIC when they needed it If they were adequate, poor children would be gerting health care,
but only half of our poor children are getting the health care they need.”

Similarly, Dr. Ronald L. Gutberlet, Chairman of Pediatries, Mercy Medical Center and
President of the Maryland Perinatal Association points out the serious financial shortfails which
are uffecting the ~uality of care to indigent, pregnant women. In The Perinatel Record of the
Maryland Perinmal Assoclation (Winter, 1889), he stases: "Despite the hest efforts of many
doctors, nurses, socfal workers, administrators, public health professionals and other individuals
to provide quslity perinatal care to this population, the programs in which they work ere not
only grossly underfunded by alf levels of government but slso are hampered by inadequate
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facilities, insufficient personnel, and [nadeguate funds to purchase services.”

"There is a misconception that services provided In a Baltimore City prenatal clinic are
the same guality that patients receive in & private obstetrician’s office. It is simply not true.
T've worked with patients in contracted sarvices in downtown, and the services are not as good
as out in the suburbs, The equality of care is not thore despite the efforts of many people to
provide it," he noted in an interview Iast year.

Dr. Gutherlet noted the run-down quality of the physical planis of the clinics most of
the downtown clinics are located In old bulldings with "60 coats of paint on the walls and old
wooden floors. Despite of what people wry 10 do with the dlinic greas, they are mostly crowded
and outdated, and have been put i renovated office dulldinds or houses to try to provide
something. Location is an issue, Obviously, 8 mother who lives in & downtown housing project
isn't going to take a bus out to the guburbs to see an obstetrician,” he sald.

Onbatetricians In the ¢ity have washed their hands, for the most part, of indigent
Medicaid patients who seek obmtetrical sare. A telephone survey of the twenty obstetricians
sdvertising their practices within Baltimore City limits found that only two were willing 10 see
Medicaid patients, and only one in his own office.

Obstetricians belfeve that low-income patients are at once mare at risk of poor birth
nutcomes and more likely to sue for malpractics (which does not prove 1o be true in studies
of the rates of malpractice suits according to income). Doctors also somplain that the level
of Medicald payment they receive is insufflcient to offset the high costs of malpractice
insurance. The paperwork demsands of the program make it “not worth {t* to them.

The clinlcs themselves which deliver services to poor, pregnant women were found to
heve serious problems with dey-to-day management which included: inefficient appointment
systems; prolonged waiting periods for patients; insufficient follow-up; and the lack of
continuity of care,

Clinic managers state that one of the main reasons for patients having 10 wait long
periods is the difficulty in scheduling physicians, Other obstacles to smooth functioning wers
unanticipated patient delays in getiing special tests, short clinic hours, high patient-to-staff
ratios, and inadequate support stafl. Clinfcs often had been allocated inadequate space, and
the lark of centralization within the clinie required that patients navigate complex haliways and
floors to have laboratory tests performed, to have drugs dispensed, or to lecate educational
msterials.

The appointment structure in hospitalbased clinles s a critical flaw, | believe.
Appointments were scheduled In blocks of time, rather offering patients individual, timed
appointments. Thus, all the women coming to a elinic were told to sign in at 8:30 a.m,, and
then all of the patients for the day were expected to sit and wait to be seen, As 5 result,
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pregnant woman ware unable to predict the amount of timse required, or how long their other
young children would require carc, and, In many cases, one or more hours are spent in the
waiting ares, or semi-nakedness in an examining room before sesing a doctor.

Middle and upper-incoms obsistrical patients in the sudurbs would not be likely o sconpt
such scheduling ond disrespect for the Importance of the lndisidual.

Even though lowincome pregnant women should be cansidered as “high risk” pattents,
mast hospital clinics treated them as extremely low risk. That fs, patients were subjected to
being treated by » steady (and inconsistent) stream of Inexperienced fnterns and resicents
rather than wellseasoned obstetrical specialists with strong bdscigrounds in high risk
intervention, f

Ofien administrators of programs on the state and local leval seemed to be oblivious
to the feelings and needs of their patlents. One HMO in particular reported that they assigned
a different physician each time & mother came in "on purpose,” becauss they didn't want the
mother to think tha: she would have a certain doctor for delivery. Few women who were
paying for medical cars would be satisfied with such a callows policy that ovariooked their
need for eontinuity and familisrity of care,

When asked about how they feit about Baltimare's clinles, most mothers expressad
unhappiness with services being offered, They commented on overbooking, drab, unfriendly
waiting ureas with uncomfortable plastic chalrs, half day waits to be seen, surly staff membens
who are always in a hurry, and the problems of tying t0 deal with bored hungry, young
children who cried and rtn rampant whils their mothers tried to gst care, They complained
of not being able to get appointments for weeks, or langer, so that in thair critical early stages,
when smbivalence and uncertainty were at their highest, and that they often could not find
promps disgnosis and treatment. Perhaps they should speak for themselves:

°f hatr the clintes and I don’s llke the way doctors treat you there, Thay didn’ explain
what is going to kappen to you. They hart yau, bus they don'’t prapare you for it. Their
attitude s Uke: ‘so} It made me not want (0 go to doctors. I'f get & different doctor
eacit time. [f I didn't get in there early I would have o wait 3-4 kours, They'd take
your bood and urine, and then you'd sit for hours walting for the doctor. They
weren’t very expinnatory, They didn' tay what was going on. They talked My ‘octor
worde'® .

“f doctors are just (n ¥ for the mongy, they have forgotten why the tras reason for
being in madicing. Pregrant women in Baltimore who are on Medicald patg going to
clinics, We would po to private physiclans {f we could, dut we dont have cny other
cholce. Thay make you walt for hours in the clinics, and the staff treat you like you
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are Tow ife’ ~ like they're not getting paid 1o help you, The doctors are elwsys in a
hurry and oct like they don't kave time to sit and discuss your problem. Soms patients
are feo proud, they don’t want fo ask guestions decause they don®t want to seem
stupld. I made out a list of questions, bat the doctor acted mad because I was taking
sa much af his tmw. He walked oui of the room saying that ke ked 10 po see another
patient. Doctors that wark with poor people should be sensifive and sympathetic to our
arods.”

“You never sce the same physiclan twice in mdiu&.!'t’ssej?mmimd:&m'sm@
ong &actor there. You talk to one doctor one menth, and #'s 4 diffsvent one the next
time. You never know who you will see. I went to o private OB. for awhile ond it was
much different. While a dlinie will make an appointment for 9, you may not see the
doctar until 18 or 11, but the private dactor saw me in 20 minutes.*

[Interviews conducted January, 1989),

I believe that o strong effort is needed on stats and city levels to solicit the fesdback
of low-income childbearing women such as these in our city. And then, there needs 1o be
committed, longterm work with health care professic nals, medical societies, and clinic
edministrators to make radical and humane changes on the front lines of heaith care delivery.

Better more realistic funding and mars efficient reporting systems are needed to
improve the overall facilitles and staffing of prenatal programs. The process of Medicaid
hilling neads to be streamlined and the level of payment given to obstetricians raised in order
to encourage participation by physiclans.

The ethical issus of doctors refusing to take on indigent, pregnant women is something
that should be brought before our eity's and the nation's medical societies.

The cost of pot providing sdequate prenatal care to Baltimore's pregnant women fs
enormous. Ovet the next decade the successive costs of providing lifetime care and treatment
to each year's group of low birthweight babies born here (and the health department states
that there are over 2,000 of them) whose outcomes could well have been prevented by

appropriate care, can be profected 1o exceed §1 billfon.

More impartant than the financial considerations, 1 belleve, is the call for compassion
and humaneness. Every low-income pregnant women has the intrinsic right to equal and falr
medical treatment offered with dignity and respect, regardiess of her race, her sosio-economic
status, or her abllity 10 pay. And this is whers our city's medical systems and providers
sppear to be fafling most acutely.
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setting and people with wham they can identify with and whom the ean continue
tn see each time that they retorn Ror care.

As & physician, It Is rewarding to work with Indigent mothers. It's nice to sce
heelthy dadies and know you arc helping to deliver a higher standard of care
t» the city’s poor.”

A Baltimors Obstetrician who has bsan defivering care to indigent mothers for ten
vesrs In addition to hit private practica.
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ARC Research Foundation

Novembexr 6, 1989

The Honorable George Miller
Chairman
Select Committee on

Children, Youth, and Families
U.S. House of Representatives
385 House Office Building Annex 2
washington, D.C. 20515

Dear Mr. Chairman:

Enclosed are several zopies of testimony prepared at your
invitation, to accompany the record of a hearing held October 24,
1989, by the Select Committee on Children, Youth, and Families,
on "Caring for New Mothers: Pressing Problems, New Sclutions.*

This written testimony is based in part on my research on
infant mortality and high-~risk pregnancy amecng disadvantaged
women in washington, D.C., where the rate of infant death remains
the highest in the nation and where poor women are in particular
need of innovative approaches to health care. The testimony is
also based on an analysis of national data compiled for my
recently published book, CAPITAL CRIME; BLACK INFANT MORTALITY IN
AMERICA {Sage Publications, 1989).

I appreciate your kind invitation, and look forward to
working with vour staff, in particular Jill Kagan, in the futu:.e.

Sin rely,

:;;? _#?“7 N
Margar S. Baane. .D

Project chrdinator
Addiction Recovery Corperation
Research Foundation

and
Adjunct Associate Professor
Department of Pathology

George Washington University
Schoel of Medicine

411 Waverley Qaks Road Waltham, MA 02154 617.893-0602
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PREPARED STATEMENT OF Marcarer 8. Boong, Pr.D., Prosect COORDINATOR, ADDIC-
TioN Recovery CorroraTioN REsEArRCH FounpaTion, Rockviiis, MD anp ApJUNCT
AsSOCIATE PROFESSOR, DEPARTMENT oF PATHOT0GY, GRORGE WasHiNGTON UNIVER-

grry ScuooL oF MepiciNg & Hrarts Sciences, WasHiNgTOoN, DC

Summary of the Maior Points in This Testimony

This ¢testimony suggests, specifically: {1} the design
and implementation of “"culturally appropriate" maternity programs
especially taileored ¢to the needs and values of poor minority
groups, {2) the development of forums and other mechanisms where
experts in health care services and experts in culture and
community can come together to develop applications of the
knowledge we already have about the minority poor, (3) the
integration of AIDS prevention and educaticn in all maternity
programs, with special emphasis on effective communication
between conjugal partners, (4) inclusion of social support
mechanisms in all maternity programs £or the minority poor,
especially €or women who are in substance abuse treatment, (5)
development of focused, concentrated educational effort. on
substance abuse, which must precede the widespread success of
general education programs, and {6) encouragement by health care
services of all efforts to bring men back into the process of

keeping their partners and children healthy.

foishy
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Data Sources, Funding Support, and Analysis

This testimony is based on a three-part research effort o
understand high infant mortality rates among the urban poor. The
first part of the research was €funded by the National Science
Foundation in 1979-80; the second part was supported by the
U.S. Census Bureau in 1983-84; and the final analysis of the
combined data base was completed in 1987, and published {n 1989,
in a book entitled CAPITAL CRIME; BLACK INFANT MORTALITY IN
AMERICA (Sage). This research effert involved the collection and
analysis of a great deal of sccial and health data on inner-city
women who delivered infants at the District of Columbia General
Hospital in the late 1870s. While other risk factors have
developed since that time--specifically, crack cocaine and
AIDS-~fundamental issues and mechanisms remain the same. In
fact, the potential exists for the development of even more
serious rigk £faccors, and for continued, if not increasing rates
of poor Pregnancy outcome.

Health care delivery for poor minority American women nas
in the past been hampored because our knowledge of these women
is difficult to use in the implementation of maternity health
care programs. The goals of this testimony are (1) to provide
some understanding of the need for linkage between our knowledge
of minority women and the development of maternity programs for
them, and (2) to make recommendations based on the analysis of
rational level data.

As long as even our present knowledge of their special needs

and characteristics remains unincorporated in maternity care
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programs, poor women will remain at considerable--and now in the
District of Columbia, at increasing--risk of suffering a poor
pregnancy outcome, and, America‘s infant mortality rate will
remain embarxassingly high.

This testimony is based in part on the development of an
integrated explanation for Washington, D.C.'s rank as Number 1 in
infant mortality rate, and more bréadly, on explanations of why
large metropolitan areas in the United sStates contain very

high~risk minority populations.

Barriers to the Design and Delivery of "Culturally Appropriate”
Approaches to Maternity Care for the Minority Poor

A great deal of good work has been completed in the past
two decades in the area of prenatal care €for American women in
general. A recent National Academy of Sciences panel found that
the American health care system is, for the most part, doing
well in providing prenatal health care for most pregnant women.
Yet, high-risk pregnancy 1is concentrated among the urban and
rural poor, and often ip groups of Americans whose attitudes,
beliefs, and cultural practices may make outreach particularly
difficult. The sume approaches tc prenatal care among mainstyeam
American women do not always work well among the urban poor and
ethnically distinct.

The health care system is now challenged to develop and
deliver "culturally appropriate” maternity and infant health care
programs, and to modify-~if necessary--the approaches developed

for the large majority of American women. This is a very

s
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difficult, sensitive task, for two principal reasons:

{1) While it may be a simple matter to ¢all for “culturslly

appropriate®” health care programs, it is very difficult to design
and emen them. It is difficult to operationalize our

knowledge of sub-cultures in the construction and delivery of
practical, effective pregrams.

Therefore, one of our major goals should ba the linkage of
knowledge gained in research specifically among the minority poor
to specific, practical components of maternity programs. This
will take creativity, innovation, and some courage. our
knowledge o0f sub-cultures and lifestyles among the poor is
consideradble. Yot, we have not incorporated that knowledge
widely and well ¢to date. Health care services research and
basic, sociolegical research on specific American groups are
difficult to 1link together. Not only do we need more basic
research, but we need more linkade between basic research and the
delivery of services.

{2} The second reason for difficulties in tne development

of “culturally appropriate” programs is a natural tendency to
remain with familiar approaches and to define health Problems

in familiar idiom. For example. *culturally appropriate®

programs may appear intuitively counter-prodiuctive--or simply
unfamiliar and foolish--to health care workers at all levels who
are accustomed to standard approaches to maternity care which

work well elsevhere.

<59
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A prime example is the notion of the "availability of
prenatal care.” “Availability" must take on new meanings vis a
vis minority women. It might appear nonsensical .o offer
prenatal care to non-student women in a local elementary school
clinic between 7 and 10 o'clock in the evening. Standard notions
of "quvailebility" imply that a woman can make an appointment for
health care, d4rive to her appointment, that she can get there in
standard hours between 9 and 5, and, moreover, that all of her
pbers approve of and encourage her to get prenatal care.
However, this notion of ‘*“availability" decesn't match the
inner-city woman's experienca or capabilities. The inner-city
woman cften has noe car to drive, she may not be able to come
betwean ¢ and 5, and her peers in her comsunity may not place a
high priority on her obtaining prenatal care--often from doctors
and nurses whom they may fear. The people most important for
inner-city women--those in her community--may not focus on the
future health of the woman and child, but on more immediate needs
such as food, rent, and comfort--which too often now takes the
form of substance abuse. Maternity care necessarily involves
preventive, future-directed action which 4is not a familiar meode
of action or thought for many poor women who are simply trying to
live through each day. In 1light o€ these differences,
“availability" of health care must take on new meanings.

other axamples of "culturally appropriate” efforts come from
the man tration projects now ongeing to decrease the rish

of HIV infection among intravenous drug abusers in the same poor,

minority groups. For example, a program for Afro-Americans might
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make particular use of "rap sessions” with local ministers; or,
provide housing or job-finding assistance in a more integrated
program; or, involve telephone networks to recruit participants.
All of these factors have been found to wosk in a NIDA-supported
demonstration Pprogram called YCOPE," in Hartford, Connecticut
{Singer et al 1989). These same types of innovative, close,
faca~to-face, community and network innovations should be
attempted among maternity patients. Enlistment of poor, rinority
women should make use of the already existing social structures
in her community.

In summary, one of our maior goals should be the linkage of

knowledge gained in research on the pocor and on special ethnic

aroups such as Hispanics, Afro-Americans, and refugee groups, to

practical delivery systems. This requires support for innovation
£rom health policy makers, but then, once demonstration projects
have been evaluated, for the widespread implementation of new
approaches. It also requires the interactiaon of researchers and
health care personnel. At the present time, there are few
mechanisms to routinely bring together health care personnel,
health care services researchers, and social researchers in the
same forum to develop practical applications of sometimes
ail-too-~esotaric social research findings. Wwhile new research
will continue to expand our knowledge of the psychological,
social, and attitudinal barriers to effective use of maternity
programs, the application of what we already know about minority
sub-cultures can begin immediately to improve compliance. Wwhat

we need are vehicles to bring together teams of experts in health
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care services, experts in culture and society, and local program
mandgers and workers. It is extremely difficult to get all these

leaders and experts together, but very effective when it happens.

Damographic and Historical Factors Which Create Special Needs in

the Design of Maternity Programs for the Minority Poor

Rural-urban Migration. Physicians, nurses, psychologists,

and social workers confront each day barriers to effective health
care in the form of differences in attitudes and practices
regarding reproductive health among the minority poor, The
attitudes and beliefs of poor urban Blacks, for example, have
roots in the rural South. The large-scale migratioa of American
Blacks from the rural South to the urban North earlier in this
century has enormous consequences for the Present-day
reproductive health of inner-city women. In the spice of one
generation, the Black American populaticen chraged from
three-guarters rural to three-guarters urban.

wWherever we £ind that magnitude of rural-urban change, we
see an enormous amount of strain-~-as lifestyles, wvalues, and
customs regarding family formation change dramatically. Rural,
conservative, southern community wvalues at one time supported
woman who became p-egnant very young. The history of youthful
childbearing, as well as relatively early curtailment of
childbearing among American Biacks, has a long history in the
United sStates. Yet, when the same reproductive cycle is followed
in northern cities, young pregnant women do not £ind the support

that once existed. oOther values and activities take precedence.




257

In the absence of good occupational and educational
opportunities--childbearing becomes the main way that young women
p:ove|tpeir +worth. If and when this avenue fails, they often
:es&&t to "easy solutions™ including cocaine and heroin abuse,
smoking, and finally, for too many women in their older
reproductive years, to alcohol abuse. The system of relief from
daily burdens is intrinsically self-defeating, and results in
further poor pregnancy outcome.

The origin of inner-city Black values in the rural South has
special consequences in the area of AIDS prevention and education
for mothers and their children, as well in our efforts to teach
young women to space their pregnancies with the effective yse of
contraceptives. Conservative southern values originating in
migrant pepulations earlier this century still inhibit the frank
discussion and exploration of contraceptive use and AIDS
prevention among the urban poor. Communication effectiveness
between conjugal partners conseguently affects the health of
mothers, fathers, and their children, and will become an
increasingly critical factor in the rate of spread of HIV
infection among the urban poor. This will cause both maternal
and infant mortality to rise once more. AIDS prevention, itself,
becomes an  enormously important component in  all maternity and
infant health care programs, from now into the foreseesble
future.

How can health care services substitute for community
support? This seems 1like an enormous task, perhaps even an

inappropriate one from the perspective of some policy mamers.
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Yet, this Iis precisely what successful maternity health programs
for the poor do. They offer group support, as well as some
assistance in jeob-training or Jjob-finding. Group support is an
integral part of the type of focused educaiional programs needed
among the minority poor. My own research in washington, D.C.,
where infant mortality rate remains the highest in the nation,
suggests that, until substance abuse is removed as a threat to
the health of mothers and infants, broad-based education of
minority women will have little effect. Educational programs for
minority women must first focus on sub-~tance abuse, contracentive
effectiveness, and AIDS prevention befo.e general education
programs can hope to have an effect. Until then, education
will not have the eXpected effect of improving comsunity health.
Ironically, some of the best models for the provision nf
services to young, poor wemen may come from middle-class models,
especially "self-pelp groups." Recruitment networks of friends
~nd kin which enlist young women in maternity proframs will also
naturally tap two important social structures in the inner city:
the female network and the female-headed family. The importance
cf the female group anha of the provision of health care in a
group format has also been emphasized in the delivery of, for
example, substance abuse treatment. Kane found that group-based
alcohol treatment was the best structure for inner-city women in
New York. Only the social interaccvion of the group was adequate
to substitute for the relief achieved through substance abuse.
This is a familiar tenet in widely accepted programs such as

Alcoholies Anonymous: Social interaction substitutes, in part,
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for the =substance abuse. That same social interactien is
important in maternity health programs among the minority poor,
and critically important for one cf <the highest-risk groups in
the inner-city: The pregnhnant teen substance abuser. Wwhile the
proportion of substance abusers among teens is less than for
woemen in their 208, the teen substance abuser presents a great
challenge to outreach workers because of her youth, dependency,
vilnerability, and potential for a future, lengthy history of
poor preghancy outcome.

The Black HBaby Boom Generation, intra-urban migration, and

the development of an impoverished inner city. The 1%970s and the

1980s have seen the deterioration, comparatively spesking, of
inner-city health in several "lifestyle epidemics.” The latest
of theSe are the crack epidemic and the homicide epidemic
associated with substance abuse~-both of which f£ind expression in
higher maternal and infant mortality rates. These two decades
have been particularly troublesome £for poor inner-city Blacks.
It is a time <that other American Blacks have made significant
gains in occupaticon and education, especially in large northern
retropolitan areas.

The 1970s and 19805 have emerged as troublesome decades
partly because they are the decades in which the large,
post~-World war II Baby Boom generation began their own families.
The Black Baby Boom was proportionately greater, and lasted
longer, than the White Baby Boom. With successful, upwardly
mobile Blacks moving £rom inner-city neighborhoods to the

suburbs, a large disadvantaged population was left. It was a
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time when community constraints were loosening. There was a
great deal of occupational compotition as young Black men and
women entered the labor force. The Black migrations northward
ceased in the 1970s, and with them, the renewal of conservative,
supportive southern values. The collective result of all these
demographic changes was an increasingly poor health profile for
inner-city residents. And, some northern cities fared worse than
others. In Washington, D.C. all of these demographic changes
have been somewhat exaggerated because it was the first city to
be more than 50 percent Black. This happened long before any
other c¢ity achieved a 50 percent ratio. The result was the
development of a large, concentrated, minority community which
became increasingly isolated from other segments of society.

In an 1sclated, disadvantaged context maternal and infant
health suffers. While maternity health programs will certainly
be unable to remedy the results of large-scale demographic
changes, there is an important lesson to be learned from an
analysis of the demographic history of poor Black health.
Matexrnity health care programs which encourage the integration

of their clients into broad social institutions will create

lasting benefits fcr the health of mothers and children. For

this rearon, it will be helpful “o encourage the participation of
entire families, including the cenjugal partners of inner-city
woman, in their health care. My own research on Washington,
D.C. women suggests that men may play a critical role in
encouraging their partners to seek prenatal care. So, while all

programs need to work with and be aware of reliance on the female
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network, every effort should be made to rring men back into the

process of maintaining the aood health of their partners and
their children. The values exist amnng inner-city men which

support this type of support--for they are wvery procud of the
children they father--but so far the participation of men has not

received broad programmatic support from health care workers.
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MEEN Women'’s Legal Defense Fund

M 2000 P Street, N.W. * Suite 400 » Washingron, D.C. 20036 * 202/857-0364

November 7, 1988%

HAND~RELIVERED

The Han. George Miller

Chair, Sclect cCommittee on
Children, Youth and Families
385 House Office Bullding Annex 2
Waahington, D.C. 20515

Dear Chairman Miller:

We would like to submit the attached statement for the
record of the hearing that the Select Committee held on "Caring
for New Mothers: Pressing Problems, New Solutions," on October
24, 1989. The American Academy of Pediatrics first offered this
statement in support of the Family and Medical Leave Act :
submitted for the record at joint hearings before the House
Subcommittees on Labor-Management Relations and Lsbor Standards,
held on February 25 and March S, 1987,

The growing numbers of working mothers experience especially
acute health caxre difficulties as they struggle to provide
econeric support for their familias while attending to their own
-health needs and those of their new children. The Family and
Madical Leave Act (H.R. 770) effactively responds to these
mothers' needs by protecting their jobs when they require short-
ternm lsave to care for their own sericus health conditions
éigﬁégding pregnancy and childbirth), as well as those of their

an.

As further discussed in ths attached statemant, the Family
and Medical Leave Act encoura the health, growth, and
devalopment of American families. We feel that its enactment is
an important part of the effort to overcome barriers to effective
maternity care and fanily health.

Sincerely,
:I}hhq~& T _ewlall

Donna R. Lenhoff
pirector for Legal
Policy and Programs

Enclosure
cc: American Academy of Pediatrics
DRL/ch
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PREPARED STATEMENT oF RoseLyN Epps, M.D., AMERICAN AcADEMY OF PEDIATRICS,
WasHINGTON, DC, SUBMITTED BY NonNa R. LENsOFF, DIRECTOR FOR LeGAL PoLicY

AND ProGrAMS, WoMEN's LecAL Derense Funp, WasHINGTON, DC

The American Academy of Pedialrics, an international organization
representing more than 30,000 pediatricians speeializing in the
care of infants, children, adolescents and young people, has an
active commitment to improving the health status of these
patients and enhaneing the quality of family life. We therefore
support, in principle, efforts to promote job security for
working families allowing parents to be with their children at
ccritical parenting times.

The Academy recognizes the first few months of life as a significant
period of growth and development for both the i{.fant and the new
parents. Infants are particularly vulnerable during this time, and
require the active involvement of both parents in the nurturing pro-
cess. The parenting skills that are acquired during this period are
essential in the formation of a healthy parent-child relationship.
Adoptive children and their parents alse require several months to
form physicil as well as psychological attachments.

Another time when a child's physical and emotional well-being heavily
depends on parental participation i{s during a serious illness.
Children have increased dependency needs when they are sick, and
require the unique warmth and security only their parents ecan affer.
Allowing parents the option to care for and comfort their seriously
i1l child 1is sound pediatric practice.

Changes are occurring in the work force that have a major impact on
families. As women enter the work force in increasing numbers, rore
and more infants are being bdorn into homes where both parents work. A
new addition te the family precipitates changes to which the family
must adapt. During this period of adjustment, parents develop skills
tnat enhance optimal physical and emoticnal growth of their child.
Once parents and babies establish a solid attachament to each other, a
smoother transition back to work 1s possible, and increased b satis-
faction is likely. However, tooc few work places provide w..t we would
consider adeguate flexibility to allow workers to carry out their
parenting responsibilities.

The stability and economic well-being of both families and emplovers
are vitally important to cur society. It is time to address the
changing face of American work and family life with reasonable solu-
tions that recogniZe the value of families while balancing the needs
af emplodyers.

We understand that the introduction of a national leave policy might
require restructuring benefit packages and changing operational proce-
dures. Nonetheless, the health, growth and development of American
families warrant these efforts. With the 1input and cooperatlion of
emplovees and employers representing a breoad range of business
interests, the goal of establishing a national parental leave policy
can be achlieved.
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The importance of parental involvement in a child's development can-
not dbe u.derestimated. As pediatricisns and child developmentsl spe-
cialists, we support these efforts on behalfl of children. We compli-
ment Representative Williaam Clay and Representative Patricia Schroeder
on their efforts to design practical solutions to work/family issues
that respect both employers and employees. Two~working parent fami-
lies, as well as single parents who must work, are a constituancy whose
needs are still to be addressed. The demands of job and home must be
balanced if we are to have excellent workers and competent parents.

Parents can work and have healthy families with our help. The need

for stronger families in our society has been well documented. Let us
begin to take steps to achieve this goal.

[N 2F
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PREPARED STATEMENT OF DENNIS WiiLIAMS, ASSISTANT Direcror, NC DivisioNn ofF
MEDICAL ASSISTANCE AND MARCIA ROTH, SPECIAL ASSISTANT, FOK PLANNING AND
ProcraM DevELOPMENT, NC DIVISION 0f MATERNAL AND CHILD Heavts, Ratricn,

NC

tnfant Mortality in the Un{ted States 1is a tragedy that has been
well-documented since the early 1600's. Even though there were significant
reductions in this rate during the 196U0's and 70's, our country continues to
lag behind other {ndustrialized nations in the abiitty to save our most
vulnerable citizens. The experience in North Carolina has largely mirrored
the national experience. In our state, the development of a reglonalized
hespital-based system to care for medically high-risk women and infants,
paralleled by rapid advances in medical technology, helped to save many
tives. However, in the 1980's, North Carolina's infant mortality rate has

stagnated.

slany health care experts believe that this stagnatien 1s largely due to a
lack of emphasis on prevention services and on our collective itnabitiny to
commil the resources necessary for ensuring comprehbensive services for
pregnant women and infants. Ia light of the fact that we will 2lways be
faced with the constraint of having scarce resources and competing
priorities tor the use of public funus, we must be ortented toware what can
be done with the rescurces at hand. With this perspective v mind, in 1987.
North Carolina began to look at existing opportunities for more effectively
organizing :ts health and humay service programs in order to address the
problem of infant mortality. As our elected officials were grappling with
the larger issue of indigent lLealth care and reviewing tederal 'egislation,
agency staff from Medicaid and Maternal and Child Health began to meet. Qur
intent was to address the nuts and bolts issues of improving access for
comprehensive prenatsl care 1n North Carolina, in anticipation of our

General Assembly's adoption of SOBRA and COBRA. These discussions, spurred
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on by the legislative changes, and encouraged by a suppertive administrative
structure led to the implementation (n 1987 of a multi-agency initiative

called "Baby Love'.

GOAL OF BARY LOVE

The goal of the Baby Love Program i{s to improve access to early, continuous
and comprehensive health and support services for low income pregnant women
and infants.

In order to achieve this, we realized the importance of recognizing the fact
that indigent pregnant women face numerous obstacles in obtaining necessary
care, When access to available s2rvices and programs is limited, clients
may postpone or fail to enter the health care system at all. This in turn
places them at risk for delivering low birthweight babies and experiencing

the tragedy of an infant death or disability,

In addressing access barriers, one quickly comes te the conclusion that a
single program or agency does not have the capacity to address these
barriers in a comprehensive fashion. The only way to address the problem of
infant mortality is to draw together the expertise of service delivery,
health care financing agencies, and advocacy groups to develop a wide range

of coordinated i{nterventions.

BABY LOVE STRATEGIES —~ OPFORTUNITIES FOR IMPRUVEMENT

A, Extended Medicaid Benefits to new populations of women and children

5
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Many women of <childbearing age have no health inserance or their
insurance doeos no:'cover prenatal care. North Carolina's legislature
created an Indigent Care Study Commtssion in 1985 to study "the i{ssue of
access to and financing of heslth care services for North Caro!inisns
who are wunable to pay for care". One of the Commission's
recomnendations cthat drew bipartisan support was to adopt OBRA-88%
federal legislation. After the {nitfal legislarion cthat ‘haeame
effective {n October 1987, additional action has been taken toi
1. Extend Med caid coverage to pregnant women and infants (to age
1) up o 150% of the federal poverty level, effactive 1/1790.
2. Accelerate the {ncremental coverage of children, to inmediately
include children up to age 6 whose family i{ncomes are below
100% of the federal poverty level effective 10/1/89.

3. Cover children ap to age 7 beginning 10/1/90.

Developed a marketing strategy to encourage participation i{n public
benefit programs.

Expanding the pool of potencially eligible clients does not mean
individuals will know of the extstence of available benefits or of Che
impartance of good prenatal care. Furthermore, negative perceptions of
Medicaid and historical linkages with welfare may deter clients from

seeking medical assistance.

With these thoughts in mind, it was decided that we nesded to develop a

new message for the program, embodying a pesitive theme and portraying
£

an image that is attractive to clients. To do this, 5 scts of brochures

censisting of different logos., themes, and titles were tested through

n'.\ .y

o

R



ERIC

Aruitoxt provided by Eric

268

clfent interviews in local welfare offices and prenatal clinics.
Clients overwhelemingly chose the name “Baby Love," the heart-shaped
logo, and the use of a photograph of a pregnant woman over other
available choices. Thus, the name '"Baby Love" became the theme for
Mpdicaid expansion and infant mortality reductton efforts. 1In North
Carolina. Over time the name Baby Love began to symbolize public agency
personnels' comoitment to this endeavor. *Baby Love" serves as a
marketing strategy for encouraging certain types of beliefs and
behaviors on behalf of both service providers and clients. Three
methods were used to '"pet the word out" about the availability of new

benefits and the tmportance of wrenatal care.

First, a broad brush public information campaign to announce the Baby
Love Program was implemented. This involved the development and
distribution of brochures and posters through an existing network of
public and private service organizations to potentially eligible
clients, publicizing a tell-free number that clients may use to obtain
additional informatten about Baby Love, a direct mail campaign to
pregnant women and their families whe were participants in the WIC
progran, and special efforts te inform private sector health providers

about Babv Lowe.

Secona, local health departments and community and migrant health
centers were recruited to be the focal point tor a4 sustatned ''grass
roots’ effort te identify and encourage potentially eligible clients to

seek prenatal care services.
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Finally, to promote systematic participation of community organizations

in efforts to reduce infant mortality, a database of local agencies who

serve low income families was created.

. Inittally 1200 agencies were sent special letters inviting their
participation {n the Baby Love Qutresch campaign.

. Quer 200 agencies are now conrtacted periodically aboct the Baby
Love Program. They participate by referring potentially eligible

clients te local public agencies.

Initiated reforme in the Medicaid eligibilfry process.

Beyond expanaing Medicaid income levels and reaching cut to potentially
eligible clients, i was recognized that families are not able to
negotiate the complex and confusing eligibilicy determination process.
While program eligtbility processes remain complicated, North Carclina's
adoption of federal legislacive changes has helped to wake the system
move “‘user friendlv' and responsive to client neegs. These new policies
included:

1. Dropning the Asset Test

2. Provid. g continuouvs eligibility for the pregnant woman throughaut

pregr incy and the postpartum perioed

3, Proviling automatic newborn eligibility.

Beyond the polic. changes in the existing Med{caid program, the rules
and procedures used te verify the clients' financial status were
changed. These changes were designed fo speed-up the process and make

it more convenient to applv. A8 part of the implemertation of Bab,



ERIC

Aruitoxt provided by Eic:

270

Love. emphasis was placed on:

1. 1Implementing a new procedure called Presumptive Eligibiltty. For
the first tiwe selected prenatal clinics determine a pregnant
woman's Medicaid eligibility for a temporary period.

2. Stationing Medicaid eligibility staff at selected prenatal clinic
sites (such as Health Departments). So that potentially eligible
ciiencs can apply for Medicaid at the same location that they are

receiving preratal care.

In  addition to intermal system changes by those who determine
eligibility, two other important steps were taken. First, through the
development of a statewide system at Maternity Care Coordinators (Case
Managers), clients can receive assistance in completing the Medicaid
applicarion process. The functioms of the Maternity Care Coordinator
and stateeide care ceoordination system are discussed in the following
section. Second, ar adminisxtrative mecnanism has been developed to
systematically document and quantify the barriers encountered by
low-income women who attempt to apply for Hedicaid or obtain prenatal
care services. This is a menagement toel that is used to more
accurately evaluate access problems, and to serve as a catalyst for

pr.licy and program changes needed to meet program goals.

Introduced 3 statewide system of Maternity Care Coordinstion (Case
Mansgement) te assist clients {n obtaining comprehensive care.

Developing outreact syslems and reshaping eligibility processes are
prudent investmen.s if clients then receive compassiorate,

comfnehensive, and (oolisuvus care.  Traditfonally this has not always
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been possible because fragmer~zcfen i{n the service deif{very system has
made it difficult to know of, find. and use -~ppropriate service
providers and programs. Some common prohlems erperienced by clients
include:

. lengthy waiting periods for entry to care;

» lack of transportation to and from fhe source of medical care;

« inconvenient clinic hours ox long waiting times:

. lack of patient knowledge of the importance of prenatal care;

. lack of Medicaid coverage for certain medicil expenses;

. tack of ancillary services and programs to assist women in meeting

priority needs.

Te address service delivery barriers, North Carclina's Baby Love Frogram
created a statewide network of specially trarned health care staff to
assist indigent pregnant women to obtain medical benefits as well as
ather comvunity services needed by them and thefr familles. These are
tocated in wvirtually all .ocal healtl departments and in many rural
healeh and communiry health centers. Maternity Care Ceoorainators
provide ongoing support services essential to meeting the cifents’
comprehensive needs. This process inciudes the feollowing:

« Qutreach - Assisting puten-ially etigible clients co enroll in
Medicaid, develrping a strong referral network, and
increasing community awareness of the benefits of
services.

« Recruitment ~ Encouraging clients to srek prenatal care, offering
full explanations of benefits, services and programs,

and obtaining ¢lient agreement to work jolntly toward

[ ]
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accomplishing the goal of comprehensive care.

« Assessment -~ Evaluating with the client the full range of needs,
medical, financial, psycho-social, educational and
nutritional.

. Service Planning

~ ldentifying resources and interventions needed tro
ensure receipt of comprehensive care and agreeing on
action steps to accomplish chem.

» Coordination and Referral

~ Assiscing clients in locating needed services,
ensuring continuity of care is maintained throughout
the pregnancy and postpartum period.

« Follow-up and Monitcring

- Periodically assessing progress toward meeting patient
and family goals.

« Education - Informing clients of the availability of childbirth
and parenting classes and developing a supportive

relationship.

In confunction with the introduction of a care coordination system, the
benefit package of covered services in Medicaid was enriched. This
{ncluded reimbursement for prepared childbirth education and parenting
classes, specializec in-home  nursing care for medically complex
pregnancies, in addition to adequate reimbursement for Maternity Care

Coordination services.
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Created & flexible interagency framework for administration.

Another feature of Baby Love is that Medicaid and Maternal and Child

Health co~administer Baby Love and actively solicit the cooperation of

other state agencies to more effectively develop the program. This, te

date, has had 3n extremely positive effect because:

- policies and procedures developed reflect & joint health care
deli{very and health care financing perspective,

. there is direct input from local level agencies on all major policy
{ssues; and

. there {s consistency in addiessing the day~to-day problems and
cencerns facing local agencies.

The Baby Love Program is based on the principle that infant mortality

cannot be successfully overcome on a statewide basis by one agency or by

one program alone. For the agencies and ind{viduals involved, Baby Love

symbol{zes a new cocnerative approach to program administration.

Whether it {s improving outreach, reshaping eligibility, coordinating

service delivery, at either the state or local leve!, the challenge to

the Baby Love worker is the same:

» Reach Qut

You may be surprised at the positive response.

« Recruit - There are a lot of untapped rescurces available.

1

« Deliver Do your parc.
- Evaluate - Find ovt what's wrong and fix it. Do not fall inte the
trap of placing blame and looking towards others for

solutions.
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SUMMARY OF RESULTS

Buring the first 1 months ot BABY LOVE, (from uctoper, 1987 - QOcrobder,
1988) 17,015 pregnant women, or 110 percent of the projected number of
eligibles were actually enrolled in the expanded Medicaid program. Local
health departments have begun to repOrt gecreases in '"no-show rates” for
clinics, inecreases in patient compliance, and ever increasing numbers of
women participating in prepared childbirth and parenting classes. in
addition, maternity care coordinators have been on the front line in
addressing problems associated with povertye. The assistance of maternity
care coordinators has enabled women to: secure needed transpertation for
clinic appeintments; enrell in extended day schoel, GED 4nd tecnnical
training programs; move Lo oetter, safe, affordable housing; obtain needed
toed, clothing and household furnishings; secure day care, resolve bad debt;
reduce or cease substance asbuse during pregnancy; and develop knowledge and
skills mecessary for self-advocacy amnd mavigation of the health and human

service delivery svstom.

The BABY LOVE PROGRAM has been designed to rigsorously evaluate its
effactiveness. A Pregnancy Qutcome Repert, which collects process and
outcome data. 13 completed on every woman who receives maternity care
coordination services and those woren who receive prenatal care from local

health departments, but do not participate in maternity care coordination.

Data for calendar year 1988 comparing women who received maternity care
coordination to health department prenatal patients who did not receive care

coordination rever! the following:
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PROBABILITY oF

THIS J1FFREENCR
WITH BATERNITY WITHOUT MATERNITY DUE TO CHANCE

CARE COORDINATION CARE COORDINATION ALONE

{. Pregnancy Uutcomes 897.3% 4. 3% 001w
Resulting in a
Live Birth

2. Live Births Less 1.2% 1.8% . 004%
than 1500 grams

3. Live Births Less 8.7% 10.2% L003%
than 23500 grams

4. Women Making More b4.0% 53.9% 001%
than Eight
Prenatal Visits

5. Women Receiving a 08, 2% 38.8% .001*
Postpartum Exam

. Infants Receiving b, 2h 2aL0N Q01
Well-Child Care

7. Infants Receiving 75.5% 36.6% .001®

wic

*=Difference is very significant. The probability that the observed
diflerence was due only to chance is extremely low.

Among those women receiving maternity care coordination services, prenatal

visits were substantially enhanced, participation in WIC was increased
significantly, and their infants received mare child health care. Most
tmportantly, those mothers experienced reduced low birthweight and very low
birthweight rates ~ {the most frequent cause of infant death and

disability).

The data, however, does not convey the full i{mpact that the Baby Love
Program has had on the lives of low-income women and their tamilies. This
can best be understoed by personal experience. The following example was

received by one of our local health departmencs.
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August 31, 1989

dear Sir,

Well, here I was the mother of 2 litrle giris and very happy with the size
of my familyv. 1 hag no intentions of increasing the household and started
working only one or two days per month for the past three years, and THEN (¢
happened; 1 was pregnant with no health insurance fer me or my baby on the
way and only earning $75 to $100 per month. What in the world was [ going
to de? 1 knew 1 couldn’t afford all the medical bills that would face me in
the months ahead. | stayed pretty upset and cried a lot which was not good
for me or my little oaby growing inside. How was 1 going to get the care I
needed and the baby needed for the next 9 months, and how would it pay for

all those doctor visits he needed after he was born?

1 decided to seek help at the ceounty health department and scon learned that
there was pecple bere that cared aboul wme and =y baby, and they were ecager
and willing te help =e any way they could. Anag help chey aia! The
Maternity Care Coordinator asked me If I had heard of a progras called "Baby
Lave'. I told her no, s¢ she tooked time out to explain how the program
could benefit me and my baby. She told me to appiy fer the '"Baby Leve"
program as soon as nossible. She explained that 1f 1 was accepted and met
the requirements, all nv meaical bills during my eatire pregnancy such as
visits to the clinic., medicine | needed, the delivery costs of wmy baby, his
medicine, his delivery stay at the hespital, and all of his visits te the
doctor after he was born; until he was three, would be ALL QOVERED!'' By

this time [ was seiling, she was smiling, and 1 felt a great burden of
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despair going away. 1 felt more at ease and relaxed than 1 had {n quite a

few weeks.

Finally, there was the help my baby and 1 needed. Right there at the county
health department, through the "“Baby Love' program. Ewven the title of the
program i{s great, "Baby Love," because when you're an expectant mother, love
{s just what you and your baby need. This program took a heavy load off of

my mind and turned all those worries 1 had into love for my baby.

Thank you Maternity Care Coordinator for being concerned enough to head up a

“Baby Love" program for those of us in this county.

Thank you county government for the heaslth department. Mv two girls,
myself, and my new Baby Boy appreciate you being there for us.

Sincerely,

283

25-077 (288)



